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ww. kidney, or ptosis of the kidney, may 
well be called the chronic appendix of urol- 
ogy, because there is, even at the present time, 
great debate among urologists as to the indication 
for the operation, great differences of opinion as 
to what constitutes a ptosis of the kidney. Some 
state that pathological mobility of the kidneys prac- 
tically never exists. 

The reason for this state of affairs is the natural 
outcome of the road traveled by the medical pro- 
fession in its dealings with this problem. It has 
been said for hundreds of years that abnormal mo- 
bility of the kidney caused symptoms. However, it 
was not until 1874 that Dow, an American surgeon, 
boldly attempted to anchor a moveable kidney 
without knowing, perhaps, even what organ he was 
operating upon. He passed a tape through the an- 
terior abdominal wall, through the mass which he 
felt and through the posterior abdominal wall and 
anchored it. His patient recovered and got along 
very nicely until his tape broke. 

Hahn of Berlin, in 1881 was the first to knowing- 
ly attempt to suture the kidney in its proper place. 
He sutured the fatty capsule to the lumbar mus- 
cles. Following this there were frequent references 
in the literature and soon there was an epidemic 
of operations upon loose kidneys. The promiscuous 
use of nephropexy was undoubtedly the corner 
stone upon which was built the disrepute attached 
to the operation later. And this was due to two 
reasons: first, that the kidney was not anchored 
in its proper position in many cases; and second, 
that most of the cases operated solely because they 
had a loose, moveable or a low kidney, the operation 
not being based upon sound clinical findings and 
clinical symptoms. 

Howard Kelley, in Baltimore has been insisting 
upon the soundness of the operation when proper- 
ly applied, and the operation he suggested is to- 
day, perhaps, the most universally used. Some one 
has said that the operation has always been in the 
highest favor and the gravest disrepute. There were 
many years when an operation upon a ptosed kid- 
ney was considered closely related to malpractice. 
At the present time frequent reports in the litera- 
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ture show the excellent results which can be ob- 
tained when properly applied. 

I can not say just what constitutes a ptosed kid- 
ney. There are surgeons and urologists who say 
that if a kidney moves as much as two and one- 
half centimeters, it is an abnormal mobility. 
Whether this is pathological or not, I believe, de- 
pends not only on the distance which the kidney 
moves but upon other factors. A kidney may move 
very, very little and yet if the upper ureter is fixed, 
the movement will produce a kink which will in 
turn produce very definite symptoms. Why a kid- 
ney becomes abnormally mobile is also a moot 
question and one that at this time can not be satis- 
factorily answered. 

In brief, we state that the maintenance of the 
kidney in its proper position is possibly dependent 
upon: first, the support given by the vessels of the 
kidney pedicles; second, the support of the fatty 
capsule and surrounding fascia; third, the peri- 
toneum; fourth, support given by adherence to or 
pressure of other organs, including the adrenals 
and their blood supply and, fifth, the intro-abdom- 
inal pressure furnished by the tone in the muscles 
in the back and the abdominal wall. 


ETIOLOGY 

It is true in every series of cases reported that 
females present the great majority of the cases. 
This is probably due to anatomical reasons, the 
renal fossa in the female being shallow and broad 
and more open below than is the case in the male. 
For this reason displacement of the kidney is much 
more frequent in women than in men. However, 
this does not explain the fact that very many 
women have ptosed kidneys without symptoms, 
while a ptosed kidney in the male usually is pro- 
ductive of symptoms. Among the etiological fac- 
tors are usually mentioned: body conformation and 
loss of muscle tonus as the result of malnutrition. 
As already mentioned, the renal fossae, especially 
in women, have in the course of racial evolution 
become wider and shallower, thus jeopardizing the 
fixation of the kidneys. 

However this may be, there can be no question 
that any disease resulting in malnutrition must act 
detrimentally upon the muscle tonus and that such 
loss of tone will predispose to nephroptosis. Among 
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the more usual exciting causes have been mention- 
ed travel, improper dress especially among women, 
pregnancy and constipation. 
SYMPTOMS 

The symptoms produced by kidney ptosis are 
many and varied. The accidents which complicate 
some cases such as rotation of the kidney, obstruc- 
tion of the ureter, torsion of the pedicle, may nev- 
er appear in others who have a much wider range 
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every case in some form. The pain may be referred 
across the back to the supra pubic region, to the 
jnguinal, sacral or coccygeal region. It may be dif- 
fused through the entire abdomen or it may shift 
from place to place. At times there may be reflex 
symptomatic pain, especially complained of in the 
epigastrium. Urinary symptoms are a frequent 
complaint, although by no means do they occur in 
all cases. Where there is an acute blocking of the 


A. Showing incision made in true agg of lower pole of 
kidney and flap being raised by dissecto 
B. Fascia strip interlaced under and ones capsule. 


of motion. The subjective symptoms may be out 
of all proportion to the local findings. On the 
other hand, the local findings may be extremely 
marked and subjective symptoms absent. 

The symptoms usually relate to disturbances 
of the urinary tract and pelvic organs, of the ali- 
mentary tract, the liver and the nervous system; 
any one of which, or all, may be affected. The most 
common symptom is pain and occurs in practically 


Cc. Lower pole of kidney raised in proximity with last rib and 
fascia strip passed around this rib. 
D. Ends of fascia strip sutured to each other around the rib. 


ureter by angulation, torsion or stricture, the pain 
may take the form of Dietl’s crisis and be accom- 
panied by severe vomiting and intense suffering 
and require morphine for relief. The symptoms, 
at times, may so closely resemble those of calculus 
that a differential diagnosis is indeed difficult. 
One of the commonest symptoms is irritability of 
the bladder characterized by frequency, urgency 
and burning on yoiding. This is noted especially in 
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women. There may be a few pus cells in the urine. 
There is at times, during crisis, considerable blood. 
Among the general symptoms, fatigue is perhaps 
the most common complaint. The patients always 
feel tired, they awake that way in the morning and 
their fatigue lasts throughout the entire day. Loss 
of weight, dryness of the skin, sallow complexion, 
anemia, flabby muscles, are symptoms very fre- 
quently encountered, and these are frequently as- 
sociated with anorexia, nausea and vomiting, gas- 
eous dilatation of the stomach, constipation, symp- 
toms simulating colitis, chronic appendicitis or 
cholecystitis. In addition, there is a tendency to 
nervous symptoms, such as characterizes neuras- 
thenia. with mental depression and despondency 
due to a sense of repeated failure to meet the de- 
mands of life, and with exhaustion of the nervous 
system. Cause of these symptoms is varied. There 
may be tension and torsion on the renal pedicle 
producing various types of pain and a sense of 
heaviness and weight in the flank. There is fre- 
quently an excessive stimulation of the sympa- 
thetic system as the result of the constant pull on 
the splanchnic area. This probably causes dyspep- 
tic symptoms, headaches, pain between the scapu- 
lae and excessive stimulation is probably also the 
cause of the neurasthenic symptoms. A sagging of 
the mid portion of the duodenum is frequently 
noted when pyelography and roentgenography of 
the gastro intestinal tract are practiced at the 
same time. This, together with the proximity of 
the spleenic flexure to the kidney may cause the 
gastro intestinal symptoms and symptoms simulat- 
ing colitis. Then there are in some cases, definite 
renal kinks which produce the renal pain simula 
ing calculus and Dietl’s crisis. ' 

Due to the variety of symptoms displayed, it is 
not infrequent to find patients who have under- 
gone long periods of medical treatment and various 
forms of surgical treatment. In a great many of. 
the cases, the appendix has been removed. At 
times also there have been operations for cholecys- 
tectomy or intestinal adhesions and even for duo- 
denal or gastric ulcer. One patient reported in the 
literature with symptoms of neurasthenia and of 
pathology in the gastro intestinal tract, had un- 
dergone successively, an appendectomy, cholecys- 
tectomy, an operation for peptic ulcer and seven- 
teen ureteral dilatations. 


DIAGNOSIS 

The diagnosis is made by a complete examina- 
tion including a complete urological examination 
and a correlation of the symptoms with the path- 
ology found on the examination. In regard to the 
urological examination, it is to be emphasized that 
the films of the kidney must be made in both the 
prone and complete upright position. Frequently 
the diagnosis may be made by intravenous urogra- 
phy alone. However, retrograde pyelograms give 
more distinctive information. In making retrograde 
pyelograms, the kidney pelvis should be filled with 
opaque substance and x-rayed in the upright posi- 
tion and preferably the catheter should be with- 
drawn and another film made in about seven min- 
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utes to determine if the pelvis has emptied. It is 
also to be emphasized again that the position of 
the kidney is not the only criterion of its pathology, 
or as already stated, if the ureter in its upper part 
is fixed, a kink is produced by a very slight move- 
ment of the kidney. 


TREATMENT 

Treatment is divided into non-operative and op- 
erative. Non-operative treatment includes complete 
rest in bed, high caloric diet and the use of belts 
and pads. Occasionally these measures will give re- 
lief of symptoms but such is usually not the case. 
It should be mentioned, too, that the use of belts 
and pads is no more comfortable to the patient 
than is the wearing of a truss for hernia. 

The operation of nephropexy is simple and should 
be practically without mortality or morbidity. In 
the cases reported in the literature in which an 


7 FIG 2. 

A. Position of kidney before operation. 


B. Position of kidney and correction of malformation, after 
operation. 


adequate operation has been performed, the per- 
centage of good results has been approximately 98. 
This_is a higher percentage of successes than is 
found in almost any other operation. The require- 
ments of the operation are: frist, the incision must 


_ be placed so that the operation may be done with- 


out pulling or tugging and under direct vision; 
second, there must be a complete and careful free- 
ing of the entire kidney including the pelvis and 
the proximal part of the vessels; third, there should 
be a complete and careful freeing of the upper part 
of the ureter and freeing of any bands or anom- 
alous vessels which may be present; fourth, fat 
should be removed from the renal bed to provide a 
suitable resting place; fifth, the kidney is to be 
supported in its proper place. 

Various operations have been done from those 
types consisting of simple freeing of the kidney 
and upper ureter of their nerves, to procedures 
which are extremely complicated. 


OPERATIVE TECHNIC 
Spinal anesthetic should always be used unless 
it is definitely contra-indicated for the reason that 
with this type of anesthesia we do not get nausea 
and vomiting with resulting straining of the patient 
which may be found in other types of anesthetic. 
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By obviating this strain for the first few weeks 
following operation, firm adhesion of the kidney 
in its new bed will be more likely to take place. 

The operation which we employ follows the one 
which was originally devised by Dr. Branford Lewis 
of St. Louis. It consists of the retro-peritoneal ap- 
proach through a lumbo-inguinal incision, i.e., the 
same type of incision usually employed for nephrec- 
tomy. 

The kidney is stripped of all surrounding struc- 
tures save the normal vessels and ureter. Parallel 
incisions one-half inch long and three-fourths of 
an inch apart are made through the true capsule 
around the lower pole of the kidney the upper end 
of these incisions coming not closer than one-half 
inch to the beginning of the pelvis of the kidney. 
In alternating spaces between the incisions, the 
true capsule of the kidney is lifted with a dissector 
and a commercially prepared fascial strip one-half 
inch wide is laced around the lower pole of the 
kidney, one lacing going under the capsule and the 
next space external to the capsule with both ends 
brought out along the convex border of the kidney. 
This strip is then passed around the last rib as near 
to the back as possible and is sewn together over 
this last rib. 

Any loose areolar or adipose tissue is then 
brought up around the kidney and stitched lightly 
thereto to assist in the establishing of a fatty pad 
which is normally found surrounding the kidney. 
Closure of the wound is made in the usual way. 

Two points to be definitely observed in the tech- 
nique are: (1) be sure that the pelvis and ureter 


are stripped free of any impinging structure, such’ 


as anomalous vessels or bands and (2) the fascial 
strip must not be placed too near to the pelvis lest 
obstruction or impingement thereon result. 
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POST-OPERATIVE CARE 


When we first began doing this operation, we 
felt that it was necessary to keep the patient flat 
in bed for many weeks, but by degrees we have 
been shortening the bed rest period until now we 
no longer keep these patients in bed any greater — 
length of time than we do for any ordinary surgi- 
cal case. We do, however, warn the patient to avoid 
lifting, jolting and violent exercise that would place 
undue strain on the suspension. 

Our results in something over fifty cases over a 
period of five years have been most gratifying. We 
have had only one case that did not get the desired 
result and this was the result of a girl nindteen 
years of age who was of the neurasthenic type 
with many complaints in addition to those referable 
to the kidney. It is possible that our diagnosis 
erred in this case. 

Patients express a feeling of well being and im- 
mediately begin to put on weight with a rapid re- 
turn to norma] health. 


SUMMARY 


1. All patients presenting a complexity of symp- 
toms that definitely point toward the possibility of 
kidney involvement should have a careful roent- 
genological examination of the kidneys for position. 
This must always be done with the patient in a 
standing position. 

2. Anesthetic should always be spinal. unless 
definitely contra-indicated. 

3. Removal of all constricting bands and anom- 
alous vessels to the kidney at operation is most 
important. 
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Peri-Nephritic Abscess with Ureteral Obstruction 


KEVIN D. LYNCH, M.D. 
and 
ROBERT F. THOMPSON, M.D. 
El Paso, Texas 


HIS is a case report of a female, age 43. 
The patient had as her complaint chills 
and fever; pain over the region of the right kid- 
ney, and dysuria. She was in the hospital conval- 
escing from a hysterectomy performed ten days 
previously. The recovery from the operation had 
been uneventful up until three or four days pre- 
vious to the time when she was first seen, at which 
time she began to run a septic course of tempera- 
ture and experience chills accompanied by pain in 
the right side, and pyuria. For these developments, 
urological consultation was requested. 

Examination revealed a very large woman with 
cheeks flushed from temperature; marked tender- 
ness over the right kidney, and pyuria, which upon 
culture revealed the presence of colon bacilli. 


Cystoscdpy and pyelography were done under 2% 
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Butyn anesthesia. Upon the introduction of the 
cystoscope, the bladder was seen to be markedly 
inflamed. The ureteral orifices were in normal lo- 
cation but the right orifice was considerably in- 
flamed. A number 6 catheter passed freely up to 
the left kidney and urine drippings from this cath- 
eter were seen to be clear. However, on the right 
side, various size catheters were definitely blocked 
at 7 c.m., and upon injecting the opaque medium 
through the catheter, none of the solution was seen 
to pass this point of obstruction. Upon studying 


- the x-ray pictures, the obstruction was seen to be 


complete and absolute. The pyelogram of the left 
kidney was normal. 

With the impression that an obstruction was 
present in the right ureter in the neighborhood of 
the brim of the pelvis, operation was decided upon. 

Under spinal anesthesia a McBurney incision was 
made. Upon exposing the peritoneum marked 
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edematous tissue was seen and suddenly there was 
a@ huge gush of pus from the retro-peritoneal area. 
Approximately three quarts of foul purulent ma- 
terial was evacuated from the ruptured abscess in 
this locality. Nothing further was done except that 
several large drains were inserted and the wound 
was closed. 

The convalescence from this operation was very 
satisfactory. The temperature returned to normal 
and at the expiration of ten days she was feeling 
so well that upon her insistance she was allowed to 
go home for a period of time to return for further 
observation. About six weeks after the operation 
the chills and fever returned. 


Pyonephrotic right kidney removed after drainage, previously, 
of extensive peri-nephritic abscess. 


She again entered the hospital and the cysto- 
scopic picture was essentially the same as at first 
in that the catheter on the right side was definite- 
ly stopped in the neighborhood of the brim of the 
pelvis and no opaque medium could be injected 
past this point of obstruction. She was excrutiat- 
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ingly tender over the region of the right kidney 
and further operative intervention was decided up- 
on. The blood urea was within normal range. 

Under spinal anesthesia the usual lumbar inci- 
sion was made, but once more a huge gush of pus 
was met as the lumbar fasion was incised. It was 
thought best to do nothing further, and drains were 
inserted and the wound loosely closed. 

For the next two weeks the patient was prepared 
for further surgery with attention directed at the 
mild secondary anemia which was present. She 
was given daily venocylsis of glucose and saline 
blood building diet, etc. 

Under spinal anesthesia the lumbar incision 
which had previously been started was reopened 
and a large pyonephrotic kidney was delivered from 
dense inflamatory adhesions. Upon severing the 
ureter as low down in the wound as possible a 
large amount of creamy yellow pus was seen to is- 
sue from the urethral stump. The kidney was re- 
moved and a urethral catheter was passed down 
the remaining portion of the ureter for drainage. 
The end of the catheter was brought out through 
the wound. Penrose drains were inserted in the 
renal bed and the wound was closed. She was re- 
turned to her room in good condition. The con- 
valescence following the nephrectomy was very sat- 
isfactory and uneventful. Thirteen days later she 
left the hospital and was without complaint. 

PROGRESS 

Seven months later the patient was enjoying 
good health, free of all complaints and pursuing 
her usual duties. 

DISCUSSION 


This case is of interest in that it reveals an in- 
stance of pyonephrosis with subsequent peri-ne- 
phritic abscess formation developing along with 
the symptoms referable to an ovarian cyst and 
fibroid uterus. During the convalescence from the 
abdominal operation, presumably there was a down- 
ward extension of the peri-nephritic abscess with 
the formation of another large abscess in the 
neighborhood of the brim of the pelvis which com- 
pletely obstructed the ureter at this point by pres- 
sure and inflamatory reaction of adjacent tissues. 
There was no question of ligation of the ureter 
during the hysterectomy as the surgeon doing this 
operation had placed no ligatures at or in the vic- 
inity 0 of the ureteral obstruction. 
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Lateral Gastroduodenostomy in Surgical Treatment of 
Duodenal Ulcer* 


VERNE C. HUNT, M.D. 
Los Angeles, California 


purpose of an operation for duodenal ulcer 

is directly dependent upon the nature of the 
complication which has occurred or the conditions 
which have made an operation advisable, necessary 
or imperative. That the objective of an operation 
may be most nearly achieved requires familiarity 
with the various surgical procedures gained through 


*Presented before the New Mexico State Medical Society, June 
6 to 8, 1938, Santa Fe, New Mexico. 


experience in their execution and knowledge of 
their immediate and ultimate results whereby a 
basis is established for the proper selection of the 
— procedure under the circumstances as they 


where the complication of either acute perforation, 
repeated massive hemorrhage or cicatricial pyloric 
contraction with persistent gastric retention has 
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occurred, the indications for surgical intervention 
are entirely clear and the objectives of am opera- 
tion are very well defined. In a case of acute per- 
foration of an ulcer, the surgeon’s chief concern is 
saving the life of the patient; closure of the per- 
foration by the simplest possible method at the 
earliest moment following the perforation favors 
the accomplishment of the purpose of the opera- 
tion. As to whether or not the ulcer will recur or 
require future surgical consideration is not a part 
of the surgeon’s responsibility in the surgical pro- 
cedure instituted for acute perforation. The surgi- 
cal procedure which most nearly fulfils the objec- 
tives of an operation for the ulcer from which re- 
peated massive bleeding has occurred is one which 
includes excision of the ulcer by whatever method 
is most applicable in the particular instance and 
minimizes to the smallest degree the possibility and 
probability of a new postoperative ulcer recurrence. 
In those cases of prolonged gastric retention result- 
ing from a chronic stenosing ulcer with true cica- 
tricial contraction of the pylorus or first portion of 
the duodenum, the purposes of a surgical proce- 
dure are admirably served by a conservative short- 
circuiting operation with a minimum probability of 
subsequent reactivation of the original duodenal ul- 
cer or new ulcer formation. 

There are certain cases in which neither acute 
perforation, hemorrhage nor disturbance of gastric 
motility has occurred, but by virtue of penetration 
of the ulcer, with undue pain not readily controlled, 
failure of the patient to respond to careful medical 
management, or because of economic or occupa- 
tional difficulties on the part of the patient in car- 
rying out prolonged and repeated courses of medi- 
cal treatment, surgical treatment of an otherwise 
uncomplicated duodenal ulcer requires considera- 
tion. It is in these cases that injudicious selection 
of the surgical procedure has frequently failed to 
provide a satisfactory postoperative result and this, 
im my opinion, has led to unwarranted condemna- 
tion of certain operations which when accurately 
executed in carefully selected cases have been fol- 
lowed by excellent results. 

It is not my purpose at this time to enter into a 
discussion of the relative merits of the various op- 
erations which have been devised and employed in 
the treatment of duodenal ulcer except in a general 
manner. It is well known that posterior gastro- 
enterostomy has been followed by its best results in 
those cases of long-standing chronic stenosing duo- 
denal ulcer in which cicatricial contraction has pro- 
duced complete or almost complete pyloric occlu- 
sion. It is likewise well known that following an 
accurately performed gastro-enterostomy for com- 
plete pyloric obstruction new ulcer formation in 


the stoma as a gastrojejunal or jejunal ulcer sel-- 


dom occurs. In general, the unsatisfactory results 
following gastro-enterostomy for non-obstructing 
duodenal ulcer have, for the most part, been due 
to new ulcer formation in or about the gastro- 
enterostomy stoma, the causes of which are nu- 
merous and varied. In judging the merit of the op- 
eration of gastro-enterostomy one should remain 
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mindful of the fact that perhaps no two surgeons 
not intimately associated in their work perform the 
operation in the same manner. Much confusion still 
exists among many surgeons as to just where a 
gastro-enterostomy shall be placed in the stomach 
and in the jejunum. Lack of any uniformity of 
opinion among surgeons regarding the proper level 
and angle of the stoma in the posterior wall of the 
stomach, the length of the jejunal loop, the peris- 
taltic direction of the jejunum, and other uncer- 
tainties when considered in conjunction with the 
various norma] and abnormal anatomical varia- 
tions, has produced a medley of gastro-intestinal an- 
astomoses designated as gastro-enterostomy. There 
are few if any other procedures in the realm of 
surgery which have been subjected to so many vari- 
ations, or with which so many liberties have been 
taken. A haphazard gastrojejunal union may fail 
to function in the capacity for which it was insti- 
tuted, either by virtue of the situation of the 
stoma in the stomach or jejunum, or both, or as 
the result of angulation and fixation of one or the 
other limbs of the jejunal loop, and thus the stage 
is set, so to speak, for a recurrence of the original 
ulcer or for new ulcer formation in or about the 
stoma of the gastro-intestinal union. The funda- 
mental principles of posterior gastro-enterostomy 
in the surgical treatment of many cases of duodenal 
ulcer remain unsuccessfully challenged, though the 
operation cannot successfully withstand misuse. 

The various types of pyloroplasty or operations 
confined to the pylorus, the first portion of the 
duodenum and the prepyloric portion of the stom- 
ach, of which the Heineke-Mikulicz and the Hors- 
ley methods are most notable have been followed 
by a relatively small percentage of satisfactory re- 
sults when compared with the results of practically 
all other types of operation devised for the treat- 
ment of duodenal ulcer. When one or the other of 
these surgical procedures has been extensively used, 
with or without excision of the ulcer, most of the 
unsatisfactory results have been due to reactivation 
or recurrent ulcer in the suture line of the pyloro- 
plasty. The alkalinity of the duodenal contents in 
the suprapapillary and subpapillary portions of the 
duodenum is not equal or of the same degree, and 
there is considerable evidence which tends to sup- 
port the idea that the reaction of the duodenal con- 
tents in the first portion of the duodenum, particu- 
larly in patients who harbor an ulcer, is on the acid 
side rather than on the alkaline side. It is there- 
fore, rather difficult to understand how the vari- 
ous types of pyloroplasty could be expected to in- 
hibit the factors which were responsible for the or- 
iginal ulcer with any degree of uniformity, or pro- 
vide great, assurance against future reactivation of 
the original ulcer or recurrence of ulcer in the first 
porticn of the duodenum. 

It is now well known that the intestinal mucosa 
possesses or lacks to a large degree resistance to ul- 
ceration, and that perhaps the maximum degree of 
resistance exists in the second and third anatomical 
portions of the duodenum. Whether or not this is 
true inherent resistance in the mucosa or whether 


it is. protection afforded the mucosa in these sec- 
tions by the alkaline bile and pancreatic secretions 
remains a debatable question, but without here 
presenting the evidence, the latter seems more 
probable. At any rate, it is now recognized that the 
degree of alkalinity of the duodenum is highest at 
the level and immediately below the ampulla of 
Vater as a result of the outpouring into the duo- 
denum of bile and pancreatic. secretion. That these 
secretions may be utilized for additional alkaliniza- 
tion of the contents of the first portion of the duo- 
denum and thereby add protection to its mucosa 
from the acid gastric secretion, or that reflux 
through a temporarily or permanently abolished 
pyloric sphincter following the various types of 
operations, designated as pyloroplasty, to neutra- 
lize and dilute gastric acidity and gastric secretion, 
is dependent upon a mechanism for reversed peris- 
talsis. In the absence of high intestinal obstruc- 
“tion there is little to suggest that such a mechan- 
ism operates. Fundamentally, therefore, it would 
seem that the operations of pyloroplasty, in which 
the procedure is confined to the pylorus, the first 
portion of the duodenum and the prepyloric por- 
tion of the stomach, do not embrace the important 
principles in the surgical treatment of ulcer wheth- 
er or not the ulcer is excised, namely the control 
of gastric acidity and gastric secretion either 
through dilution end neutralization or quantita- 
tive reduction. 


Reactivation of the original ulcer or recurrent 
ulcer in the first portion of the duodenum follow- 
ing pyloroplasty, and a variable percentage of mar- 
ginal or jejunal ulcers following the various types 
of gastro-enterOstomy have caused a number of 
American and many Continental surgeons to aban- 
don the conservative operations which in the main 
are directed toward neutralization and dilution by 
duodenal contents in the control of gastric acidity 
and gastric secretion, in favor of quantitative re- 
duction of gastric acidity and gastric secretion 
through partial gastrectomy. In discussing partial 
gastrectomy as a method of reducing gastric acid- 
ity and gastric secretion it is worthy of emphasis 
that only through an extensive, high or subtotal 
gastrectomy may the purposes of the operation be 
achieved. Finney, among others, has again just 
recently directed attention to a noteworthy consid- 
eraticn regarding which there is common miscon- 
ception that the acid-secreting glands are in the 
fundus of the stomach and not in the pyloric end. 
Only through a gastric resection which includes a 
considerable portion of the fundus may one expect 
to reduce materially gastric acidity and gastric 
secretion. Experience has proved that there is a 
definitely increasing incidence of gastrojejunal ul- 
cer following partial gastrectomy in more or less di- 
rect proportion to the greater amount of gastric 
fundus not included in the resection. There is 
much reason to believe that conservative pylorec- 
tomy with restoration of gastro-intestinal continu- 
ity by either the Billroth No. I or II methods or 
the method of Polya accomplishes little more in the 
control of gastric acidity and gastric secretion than 
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a procedure which preserves the pyloric portion of 
the stomach, and serves little if any purpose in the 
quantitative reduction of gastric acidity. Even 


“though the experimental work of Priestley and 


Mann, Shapiro and Berg, and that of Steinberg, 
Brougher and Vidgoff leaves considerable doubt re- 
garding the effect of the pars pylorica and its mu- 
cosal hormone upon gastric acidity and gastric se- 
cretion, Finney has recently stated that the glands 
in the pyloric portion of the stomach are appar- 
ently the same as or similar to the Brunner’s 
glands in the duodenum, and that their secretion 
is alkaline. He, therefore, advises preservation of 
this portion in so far as possible in the selection of 
a@ surgical procedure for duodenal ulcer. 

A deterring factor in readily accepting the oper- 
ation of subtotal gastrectomy as the surgical pro- 
cedure of choice in many cases of duodenal ulcer 
is the magnitude of the operation and its mortal- 
ity rate. There are those who have had a wide ex- 
perience with the operation and have reported a 
surprisingly low mortality rate. Outstanding is the 
rate of 3.8 per cent in 140 cases reported by Roscoe 
R. Graham. Gehrels has recently directed atten- 
tion to radical gastrectomy for duodenal ulcer as 
reported by Ejiselsberg, Finsterer, Starlinger, and 
Strauss in which the individual mortality rate 
varied from 1 per cent to 5.4 per cent, or an aver- 
age of approximately 3.6 per cent in the combined 
series of 1691 cases. Gehrels stated that the mor- 
tality rate should not be higher than 5 per cent, 
in which all heartily agree. A few surgeons have 
performed partial gastrectomy for duodenal ulcer 
within a 5 per cent mortality rate, but there is 
much available data of record indicating that this 
figure is the exception and far from the rule and 
in general and by and large the mortality rate 
quite probably approaches a level in average hands 
which is not justifiable nor compatible with the 
objectives of an operation for duodenal ulcer, ex- 
cept for the complication of acute perforation, or 
for massive hemorrhage and otherwise uncontrolled 
continued bleeding. 

In 1892, Jaboulay suggested and in 1894 first 
performed gastroduodenostomy as an anastomo- 
sis between the upper portion of the second or de- 
scending part of the duodenum with the anterior 
wall of the stomach. The duodenum was not mo- 
bilized, but the stomach was drawn over and su- 
tured to it. In 1901 Finney performed for the first 
time the operation of pyloroplasty, which since 
then has been modified only in its extent and in 
minor details, not in principle. He was perhaps the 
first to free up the entire first part and upper half 
of the second or descending part of the duodenum. 
It is of interest that as the originator of the Finney 
pyloroplasty and J. M. T. Finney, Jr., have had 
increasing experience with the operation they have 
extended their incisions in both the stomach and 
duodenum, thereby providing a large stoma be- 
tween stomach and duodenum including the pylo- 
rus. In so doing they have made duodenal secre- 
tion of maximum alkalinity available for neutrali- 
zation and dilution of gastric secretion at a level 
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from which reflux of duodenal secretion into the 
stomach can readily occur. Because of the greater 
scope of the operation to include more of the stom- 
ach and duodenum than in the original procedure, 
the operation may hardly be considered as a true 
pyloroplasty and is best designated by the recent- 
ly applied term, gastropyloroduodenostomy. 

In 1932 Rienhoff described an infrapapillary gas- 
troduodenostomy and stated that he had success- 
fully operated upon thirteen cases of chronic pep- 
tic ulcer by this method with excellent results. His 
procedure facilitates anastomosis of the third por- 
tion of the duodenum and the pyloric third of the 
stomach through mobilization of the entire duo- 
denum, including the fourth portion to and beyond 
the ligament of Treitz. 

In a personal experience with the surgical treat- 
ment of approximately 850 cases of duodenal ulcer, 
I have had occason to perform among the various 
operations a considerable number of conservative 
procedures at or about the pylorus as true pyloro- 
plasty or gastroduodenostomy after the method of 
Finney, and in later years a lateral subpyloric an- 
astomosis utilizing the second and third portion of 
the duodenum. With an increasing experience in 
the mobilization of the second and third portions of 
the duodenum lateral subpyloric gastroduodenos- 
tomy has become applicable more often than for- 
merly and has been followed by such excellent re- 
sults as to merit a high position as an operation of 
choice in the surgical treatment in many cases of 
duodenal ulcer. 

To those surgeons who have abandoned gastro- 
enterostomy or who employ the procedure with 
misgiving for duodenal ulcer on account of the 
variable frequency with which in their experience 
marginal ulcers either as true gastrojejunal or 
jejunal ulcers have occurred, lateral subpyloric gas- 
troduodenostomy should appeal. To my knowledge 
there is no recorded instance of recurrent ulcer in 
or about the gastroduodenal stoma in this situa- 
tion. To those who have questioned the effective- 
ness of the control of gastric acidity and gastric 
secretion through neutralization and dilution fol- 
lowing the operation of gastro-enterostomy, it is 
readily apparent that the free interchange of duo- 
denal contents of a maximum degree of alkalinity 
with the gastric secretion through a liberal sized 
stoma between the second or third portion of the 
duodenum and the stomach provides neutralization 
and dilution at the proper time and place to be 
most effective. The experimental work of Graves 
and that of McCann suggests at least that the ef- 
fectiveness of duodenal alkaline secretion is great- 
er when emptied into the stomach downstream or 
into the prepyloric area than when emptied up- 
stream into the fundus of the stomach. To those 
who are not wholeheartedly and unalterably com- 
mitted to the theory and principle of partial gas- 
trectomy for duodenal ulcer for one reason or an- 
other, lateral gastroduodenostomy provides a con- 
servative surgical procedure in many cases of duo- 
denal ulcer, which is entirely correct in principle 
and one which may be performed with a risk and 
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mortality rate within that for gastro-enterostomy, 
with maximum assurance against future reactiva- 
tion of the original ulcer or new ulcer development 
in or about the stoma. ; 

Certain disadvantages of lateral gastroduodenos- 
tomy may be presented and these are largely the- 
oretical and not actual. It may be stated that the 
field of applicability is not large. Actually this 
is largely dependent upon the degree of mobiliza- 
tion of the second and third portions of the duo- 
denum which may be obtained. There are no true 
anatomical barriers to free mobilization of the 
third and fourth portions of the duodenum except 
the superior mesenteric artery and vein which can 
be accurately visualized and preserved. The filmy 
reflection of peritoneum overlying the duodenum 
from the second portion downward is readily divid- 
ed which facilitates elevation of the duodenum from 
its retroperitoneal position. The difficulties in most 
instances in the manoeuver, even in the presence 
of adhesions, are theoretical and not actual. The 
first portion of the duodenum harboring a non- 
bleeding ulcer may be left entirely undisturbed, 
which is of great importance in the acute or sub- 
acute duodenal ulcer with a good bit of periduo- 
denal inflammatory reaction. Lateral gastroduo- 
denostomy does not include excision of the original 
ulcer. Experience has proved that excision of a 
duodenal ulcer is not necessary for healing to oc- 
cur. In the bleeding duodenal ulcer in which exci- 
sion is advisable or necessary the Haberer proce- 
dure facilitates excision of the ulcer-bearing por- 
tion of the duodenum, and through end-to-side 
anastomosis of the pyloric portion of the stomach 
to the second or third portion of the duodenum, 
embraces the fundamental principles of lateral gas- 
troduodenostomy. Even though the operation can- 
not be readily employed in all cases of duodenal 
ulcer, with growing experience it has been found 
that lateral gastroduodenostomy has a wide field 
of applicability. Likewise, the operation serves 
notably as a secondary procedure in many cases in 
which recurrence has followed simple closure of a 
perforated ulcer and in those cases of recurrence 
following the various pyloroplasties and gastro- 
enterostomy. We have used the operation in a 
number of instances after taking down gastro- 
enterostomy and excising a gastrojejunal or je- 
junal ulcer, and in one instance of gastrojejunal 
colic fistula which developed following a gastro- 
enterostomy performed simultaneously with clo- 
sure of the perforation of a duodenal ulcer. 

With full realization, as the result of a consider- 
able experience in the surgical treatment of duo- 
denal ulcer, that no single operation is suitable in 
all cases and that one must be qualified and pre- 
pared to perform that type of operation which in 
the individual instance will provide the maximum 
prospects of a good result, I strongly advocate due 
consideration of the growing usefulness of lateral 
gastrduodenostomy in many cases of duodenal ulcer. 
727 W. Tth St. 

BIBLIOGRAPHY 


1. Finney, J. M. T., Jr.: Pyloroplasty and troduod t 
Surgery, 2: 738-758, November 1937. 


February, 1939 


duo- 


2. Gehrels, Ernst: The place of 
and 


partial gastrectomy and 

denectomy in the surgery of duodenal ulcer. Cal. 

West. Med., 47: 384-388, December 1937. 


pancreatic secretion and trauma nA 
ulcer. Arch. Surg., 30: 833-853, 

5. McCann, James C.: Experimental ‘uleer. Arch. Surs., 
19: 600-659, 1929. 

6. Priestley, J. T., and Mann, F. C.: Gastric acidity with spe- 
cial reference to pars pylorica and pyloric mucosa: ex- 
perimental study. Arch. Surg., 25: 395-403, August 1932. 

7. WReinhoff, William Francis: Infra-papillary gastroduodenos- 
tomy by mobilization with retromesenteric a? 
of the duodenum and jejunum. Annals of Surg., 


. W.: Return of gastric he 4 
Arch. 


Surg., 28: 160-179, January 1934. 

9. Steinberg, M. E., Brougher, J. D., and Vidgoff, I. J.: 
Changes in chemistry of contents of stomach following 
gastric operations. Arch. Sure., 15: 1749-761, Novem- 
ber 1929. 


DISCUSSION 

Dr. J. W. Hendrick (Amarillo, Texas) opening: 

Dr. Hunt brought us a good message on the sur- 
gical management of duodenal ulcer. One thing he 
stressed was that each case should be individual- 
ized and the surgical procedure applied which 
will take care of the particular case. 

I think gastric and duodenal surgery in general 
has been abused. The average individual, when 
you mention surgical treatment of duodenal ulcer, 
will cite cases in his neighborhood who have had 
some type of surgery and received no benefit from 
it. I know in a section of town in Amarillo three 
men had bleeding duodenal ulcers; all three had 
gastro-enterostomies, none done by gastric sur- 
geons; all three continued to hemorrhage, and 
were semi-invalids. If they had had proper sur- 


they recover from the hemorrhage. Dr. Sara Jor- 
, of the Lahey Clinic, found that patients that 
have recurrent hemorrhages, over 5% die. Duo- 

denal surgery done by a man qualified in that type 
of surgery never has a mortality over 2 or 3%, so 
the mortality of surgery is not as great as that of 
hemorrhage. These cases should come to surgery 
ear) 


In my neck of the woods many people live on 
ranches or in very small towns, many miles from 
good hospital facilities and a competent surgeon. 
In these cases, we recommend early surgical cor- 
rection, as they are very poor risks when they have 
to be brought. many miles after a perforation. 

Another class of individuals we suggest early op- 
eration are people doing hard work, that require 
a large caloric intake. They require enough food 
to be able to put out the work; office workers can 
diet and medical measures, and 
get along fairly well 

Oftentimes with a perforated ulcer, it is a com- 
mon occurrence for the surgeon to close the per- 
foration, usually with a purse string, and do noth- 
ing else; so often these patients have a complete 
stenosis, and a gastro-enterostomy is necessary. I 
have seen cases come to autopsy, that died five or 
six days later, where there was complete stenosis. 

In duodenal surgery it is well to clean up any 
foci of infection, such as diseased appendix, gall 
bladder, tonsils and infected teeth. 

There is no doubt that too many ill type gastro- 
enterostomies are being done, with less individuali- 
zation of the lesion. If properly done on selected 
cases, good results are obtained. In Continental 
Europe they are doing a great many stomach re- 
sections for different types of gastric and duodenal 
ulcers. At first American surgeons thought they 


were too radical. They had tried 
such as pylorplasty and gastro-en 


the procedures, 
terostomy, and 
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did not obtain results. In Europe they 

companying the ulcer, a marked gastri 

ters, of the Mayo Clinic, brought this fact out after 
studying ulcers from both countries. When I was 


“in Vienna some years ago, I personally examined 


the results of six hundred cases of resection that 
had been done over three years to see how many 
were developing anemia. These cases had exten- 
sive resections for both gastric and duodenal ulcer, 
where half, two-thirds, and three-fourths of the 
stomach was removed. The anemias were neglig- 
ible and the results quite excellent. 

The procedure Dr. Hunt has brought us is a good 
one. His modification is excellent. It should be 


is a great advocate of it. He stated in 162 a his 
cases, 65% were excellent, in 30% the results were 
fair, and in 5% the results were poor. Perhaps he 
was to broaden the procedure out and trying 
to use it in cases that should have had another 
type of operation. 


Dr. S. L. Burton (Albuquerque, N. M.): 

Here again we have medical cases treated by a 
surgeon. All gastro-duodenal ulcers are medical. 
What is the use of operating on a man before you 
have cured the cause of the ulcers? Surgery of the 
stomach and duodenum is necessary in the case of 
perforations, obstruction of the pylorus and hemor- 
rhages. In others, we should get them well of the 
cause before we operate. Most of them get well 
without it. You young folks should realize that 
these are medical cases. 


Dr. Paul Gallagher (El Paso, Texas): 

I should like Dr. Hunt to discuss his immediate 
post-operative results. This operation is really a 
modification of the original Finney Pyloroplasty. 
It itself has been modified several times. The only 
excuse for modifying an operation is its failure to 
give the result anticipated. That was my experience 
with the original Finney, which I finally discard- 
ed. Unusual post-operative shock was a factor 
leading to that decision. We who have to do gen- 
eral surgery, and may do only a few of these oper- ° 
ations in a year, must do the kind that averages 
the best results. I have gone back now to doing a 
posterior gastro-enterostomy, which gives at least 
80% excellent results. If an operation of the type 
recommended by Dr. Hunt will not give us a better 
rate, we gain nothing by changing and will pos- 
sibly sacrifice some of our facility in the other op- 
eration. In a large clinic where a great amount of 
work is being done, a certain amount of experi- 
mentation or shifting of operations may be done 
and patients return well pleased with the story of 
the urgent necessity of three or four different in- 
terventions. It sounds paradoxical but it is never- 
theless true that in the small cities and towns we 
have to do actually better work than is done at the 
large, famous clinics, or our patients will neither 
return to us nor refer others to us for work. They 
will, instead, all go to these same big clinics. We 
have to produce results, as every neighbor knows 
exactly what has happened to the other neighbor. 
In a small community a sick person is never a 
number, but is an individual whom we must con- 
tinue to meet at parties or on the street as long 
as they live. 


Dr. Hunt (closing): 
It pleases me that my paper has precipitated dis- 
cussion even though some of the discussion has 


and its underlying fundamental principles. At the 
oul 


tset I wish to take issue with the statement that 
has just been made to the effect that the occasional 
operator has to do these operations for duodenal 


ulcer. The Amer. Jour. Surg., 11: (new series) 102- 
117, April 1938. 
8. Berg, used more. We use it in the proper cases, and the 
gical treatment, all would have been cured and 
could have returned to earning a livelihood. Cases 
that hemorrhage, should be operated, as soon as 
been adverse. This can be excused, I think, on the 
basis of unfamiliarity by several with the operation 
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and gastric ulcer. I firmly take the position that 
except for the emergency of an acute perforation 
of an ulcer, the occasional operator and one who is 
not trained and experienced in gastroduodenal sur- 
gery does not have to operate upon any of the 

. ‘eases of gastric and duodenal ulcer or their com- 
' plications (other than acute perforation). 

There is no single operation which is suitable and 
applicable in all cases of duodenal u!cer nor, as is 
well known, are all operations followed by the de- 
sired results. The operation of posterior gastro- 
enterostomy is one which in carefully selected cas- 
es and when accurately executed is followed by re- 
sults which surpass those of several of the so-called 
conservative procedures. However, in a certain per- 
centage of instances new ulceration develops in or 
about the gastro-enterostomy stoma. The opera- 
tion of lateral gastroduodenostomy is one which is 
not applicable in all cases, but in the selected cases 
in which the duodenum can be readily mobilized, 
the operation is as readily executed as the opera- 


‘tion of 


gastro-eneterostomy, and to 
has been followed in a single recorded instance ei 
by a marginal ulcer. We have had no deaths in 
our cases and in but one did postoperative reten- 
tion occur, and that was in a case of a gastrojejuno- 
colic fistula in which the colon was closed, the or- 
iginal gastro-enterostomy taken. down with exci- 
sion of the gastrojejunal ulcer. Even though gas- 
tric retention in this case did not occur until the 
eighth postoperative day and lasted for.seven days, 
it subsided following constant gastroduodenal suc- 
tion drainage: 

As the result of our experience in surgical proce- 
dures for gastric and duodenal ulcer have 
learned that the immediate postoperative Snixoduc- 
tion of gastric suction drainage prevents gastric 
retention and provides a smooth convalescence. To 
institute such drainage in all cases, whe -the 
surgical procedure has been one of conservative op- 
erations or partial gastrectomy has obviated post- 
operative retention. 


Surgical Management of Acute Appendicitis 


JOHN ROBERTS PHILLIPS, M.D. 
Houston, Texas 
and 
LOUIS F. KNOEPP, M.D. 


NY treatise on acute appendicitis should be 

prefaced by the statement that it is still one 
of the major problems of the practitioner, patholo- 
gist, and surgeon. Probably no operation of major 
importance is performed more universally than ap- 
pendectomy. It is well known that the mortality 
has apparently increased in the last twenty years 
despite better methods of treatment and diagnosis. 
Last year approximately 25,000 persons died of this 
malady, and we must admit that there are still 
many men in the field of operative surgery who are 
treating all cases of recognized or unrecognized ap- 
pendicitis just as they did twenty years ago. Her- 
rick believes that the responsibility for some of 
the increased mortality must be borne by the staff 
surgeons themselves for having referred many of 
these cases to the resident or interne for treatment. 
Any surgical condition which carries a mortality 
of 5 to 30% as appendiceal peritonitis does, certain- 
ly merits the attention of the most proficient minds 
in the specialty. 

The mortality in any given series of cases will 
vary depending on the surgeon, locality, year of 
the report, and type of hospital. One of the best 
series of results was reported by Dixon of the Mayo 
Clinic in 1932 where the mortality for 528 cases of 
all classes of acute appendicitis was only 1.5%. In 
addition, there are many other interesting reports 
of McDonald, Bower, and Miller to which the read- 
er is referred. 

AUTHOR’S CASES 

The small but significant series of cases we are 
presenting herein represents a consecutive number 
of 142 patients with acute appendicitis who were 
subjected to operation without a single patient mor- 
tality. We hope that by emphasizing certain max- 
ims of diagnosis and treatment, one will be able to 
keep his mortality within reasonable limits. 


Beaumont, Texas 


There is nothing mysterious about good results 
in the treatment of appendicitis. Surgeons have 
long classified all acute cases into three groups: 
1. Unperforated appendix, 2. Perforated appendix, 
with local abscess formation, and 3. Perforated 
appendix with diffuse peritonitis. The ability of 
the surgeon to correctly catalogue each case into 
one of the three groups is the keynote of success 
in treatment. 


The relative number of cases falling into each 
of these categories is variable, but the mortality of 
each group remains significantly constant. Holder 
and Wells reported a composite series of 9566 cases 
with a mortality of 4.8%. In the unruptured group 
the mortality was only 0.55%, while the mortality 
in the abscess group increased to 9.0%. Moreover, 
those with diffuse peritonitis had the astounding 
mortality of 30.5%. Our series are represented be- 
low, but as there is no mortality, we can only show 
the relative number of cases in each group. 


I. Unruptured appendicitis 
Catarrhal 93 
Suppurative 
Gangrenous 


II. Ruptured, local abscess 6 
Itl. Ruptured, diffuse peritonitis 
Total 142 


UNPERFORATED APPENDIX 

This includes all cases of right-sided pain which 
are known or suspected to be appendicitis, having 
tenderness and possibly localized rigidity. There is 
no mass, peristalsis is active and there are no signs 
of peritonitis. The age of the patient, history of 
previous attacks, history of cathartics, etc., may 
influence the development of peritonitis later, but 
the appendix in these cases is still in a catarrhal 
state of inflammation. Many cases of suppurative 
or gangrenous appendicitis may be included in this 


group if abscess formation has not taken place. It 
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makes little difference whether we see this patient 
on the ist or 5th day of the disease if he presents 
these findings. The treatment is immediate opera- 
tion with removal of the appendix, and the surgeon 
will have practically no mortality therefrom. 
PERFORATED APPENDIX WITH 
LOCALIZED ABSCESS 

When the acute suppurative or gangrenous ap- 
pendicitis progresses, abscess formation will fre- 
quently result. This is dependent on the tissue’s 
ability to wall off the infection; but since a per- 
foration has occurred and a number of intestinal 
organisms have been liberated, abscess formation 
is inevitable. Again, it makes little difference 
whether we see this type of case onthe 4th or 8th 
day, provided we can be assured that the process 
is a local one. There may be a mass to suggest the 
abscess; leukocytosis may be marked but this is 
not pathognomonic. Peristalsis gives us no helpful 
clue—but one thing is certain, there is no spread- 
ing peritonitis. Operation again is the treatment, 
and that without delay. Most of these cases require 
drainage even if the abscess is small; and if the 
perforation is seen before a large abscess develops, 
amputation of the appendix is in order. 

PERFORATED APPENDIX WITH SPREADING 

PERITONITIS 

When the organisms present in the peritoneal 
cavity are great in number, and the individual’s 
resistance is low, a spreading peritonitis results. If 
one’s diagnostic ability will enable him to discern 
the presence of such a diffuse process with all its 
stigmata if Hippocratic facies, rapid pulse, diffuse 
tenderness, distention, absence of peristalsis, in ad- 
dition to the signs of the acute appendicitis, treat- 
ment then becomes simplified. To these we admin- 
ister the Ochsner-Sherren method of treatment 
and delay operation until the process becomes lo- 
calized. It is our contention that a patient whose 
leukocytic response is poor in the face of a spread- 
ing infection is perhaps harmed by the additional 
trauma of incision. Drainage instituted in one low- 
er quadrant when the infection is in the other 
three cannot cope with the problem. Gamble ob- 
tained good results by incision and drainage in 129 
cases (mortality 1.5%), but followed his operative 
treatment with intensive local heat supplied with 
a 40 candle-power bulb; however, his results were 
no better than those of Bailey or Guerry who de- 
ferred operation. Immediate operation in a com- 
parative series as reported by Shipley or Guerry in- 
creased the mortality to 8.3 and 10.7% respectively. 

Nature tries to defend the host by immobilizing 
the bowel, with decreased peristalsis. If the bowel 
is relatively empty, the distention and other haz- 
ards of ileus are minimal. It is important then to 
splint the abdomen by witholding food and drink, 
placing the patient in Fowler’s position to relax 
musculature, using ice caps over the abdomen, the 
introduction of suction-siphonage as advocated by 
Wangensteen, and the administration of morphine. 
Coller emphasizes the dehydration factor in these 
patients and advocates giving several litres of glu- 
cose in saline intravenously in order to produce a 
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urinary output of 1500 c.c. daily. Patients who die 
with such conservatism would certainly perish with 
the added insult of operation. Coller and Potter 
found that of 85 such patients, 9.4% died; and of 
those who recovered 37% became well spontane- 
ously and the remainng 62% developed abscess. 

To recapitulate then, we advocate the Ochsner- 
Sherren treatment in cases of ruptured appendix 
with diffuse peritonitis, and we delay surgery until 
the process becomes localized. 


THE NON-OPERATIVE REGIMEN 
1. Absolute rest to both patient and bowel. This 
is accomplished by giving nothing by mouth, insti- 


. tuting Fowler’s position, and using plenty of mor- 


phine. 

2.. Combating dehydration. This is best done by 
administering intravenous solutions to the amount 
of several litres daily. 


3. Combating distention. This is accomplished 
by. the Wangensteen suction-siphonage tube in the 
stomach or duodenum. 

In regard to the operative treatment, there are 
few points to emphasize since the technic of ap- 
pendectomy is well standardized. Needless to say, 
one should exercise as little trauma as possible. 
Gauze packs in the abdomen only help to spread 
infection, and exploration is needless and harmful. 
The type of anesthesia, we feel, has little to do with 
the prognosis. Good results are obtained equally 
with inhalation agents, spinal, or local anesthesia 
depending on the preference of the surgeon. One 
should employ the McBurney incision wherever 
possible. Reid found that he could reduce his mor- 
tality 5% by adopting this one point of technic. 
Where the diagnosis is doubtful, the Battle incision 
is more useful. Whether to invert the stump or not 
is immaterial as far as outcome is concerned. It is 
probably better in the presence of an abscess to 
forego inversion of the stump as a small secondary 
abscess in the wall of the cecum may result. Enter- 
ostomy has no place in the operation; obstruction 
is due to adynamic ileus and not a local kink or 
band. Shute performed 117 cases with cecostomy 
and found that it added nothing to his results. 
Drains should be used in suppurative cases, but the 
drainage material should not be placed in contact 
with large vessels or loops of bowel because of the 
danger of erosion. : 

Post-operative treatment has more influence on 
the outcome than any particular technical consid- 
eration. Patients respond better if fluids are main- 
tained and the bowel is splinted until the opera- 
tive area is well walled-off. Herniation of the in- 
cision should not result if the patient is kept in 
bed for a sufficient length of time. We had no 
herniation in the series of cases reported. 


CONCLUSIONS 
1. The diagnosis of appendicitis and the recog- 
nition of peritonitis when present is important in 
determining operability of an acute case. 
2. Immediate operation is advocated in acute 
unruptured cases or in abscess cases when the pro- 
cess is localized. 
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3. In diffuse or spreading peritonitis from a 
perforated appendix, operation should be delayed 
until the process is a local one. The Ochsner-Sher- 
ren treatment is employed in the interim. 

4. The surgeon should not be influenced by the 
age of the patient, duration of the symptoms, his- 
tory of catharsis or previous attacks, amount of 
leucocytosis. etc. The palpating hand should de- 
termine the course of treatment in each given case. 

5. A series of 142 cases is presented exemplify- 
ing these maxims, in which there was not a single 
patient mortality. 


1215 Walker Ave. 
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HE discussions regarding the important prob- 
lem of providing medical care for the low 
income groups of American citizens which were 
held during the annual meeting of the American 
Public Health Association at Kansas City last 
October appear to be somewhat misunderstood by 
the general public as well as by the medical pro- 
fession at large. It has been repeatedly stated that 
the American Public Health Association appears to 
favor the federal proposals for extending medical 
treatment to the needy groups of citizens but to 
oppose compulsory sickness insurance, if adminis- 
tered by the federal government. “The organization 
appeared to be united’’, to quote the statement of 
Dr. Arthur T. McCormack, president. of the A.P.H.A., 
“in opposition to anything which would result in 
political, bureaucratic and uneconomic control of 
the practice of medicine.’”’ A compulsory sickness 
insurance administered by the government would 
result in such control. Dr. McCormack further 
stated: “We must preserve freedom in the choice 
of physicians for the American people, whether 
rich or poor. We must leave all control of medi- 
cine in the hands of local and state governments. 
You can’t write a federal prescription for the whole 
country.” 
The American Public Health Association is in- 
terested particularly in three of the five proposals 
formulated by the federal technical committee. 


The first. proposal would expand the work of pre- 
ventive medicine by greatly extending the present 
services of health departments in counties and 
municipalities. This expansion would have as its 
chief purpose the eradication of tuberculosis and 
malaria, the control of pneumonia and cancer, and 
the protection of maternal and child health work. 


Read before the New — Public Health Association, Las 
Vegas, New Mexico, Nov. 2, 1938.) 


Medical Care for Low Income Groups 


JAMES R. SCOTT, M.D., Ph.D. 
Aubuquerque, New Mexico 


Both the American Medical Association and the 
American Public Health Association are strongly in 
favor of this proposal. 

The second proposal would extend the facilities 
in general hospitals, tuberculosis hospitals, and in- 
stitutions for the treatment of mental and nervous 
diseases. The federal committee reported that all 
hospital rooms were too costly. The committee said 
that if more low-priced ward room were available 
in place of private rooms, the hospitals would be 
filled. Both associations have agreed with the fed- 
eral committee that hospital facilities should be 
extended, but have insisted, however, that all pres- 
ent facilities be used before any new building be- 
gins, and that no new hospitals be erected without 
assurance from a state or municipality that they 
will be maintained without federal assistance after 
a three year period. 

The third proposal is the caring for the “medi- 
cally indigent”, including persons on relief and 
those who are unable to obtain medical attention 
and are yet still able to obtain food, shelter and 
clothing. Both the American Medical Association 
and the American Public Health Association are 
in favor of the proposal, although the American 
Medical Association has expressed the desire of 
the medical profession to give all the care possible 
to the needy with as little federal assistance as 
possible. 

The fourth proposal is the one opposed by the 
American Medical Association. It calls for a long- 
time study of ways of obtaining part payment for 
medical services through an insurance plan. It is 
felt that such a plan not only would turn the prac- 
tice of medicine over to “political, bureaucratic 
and un-economic control”, but that it also would 
be un-American. The American Medical Associa- 
tion approves and fosters the extension of volun- 


February, 
indemnity insurance. 

The fifth proposal] is for the extension of unem- 
ployment insurance provisions of the Social Secur- 
ity Act to include unemployment caused by illness. 
These proposals have been accepted by both na- 

tional associations. 


Dr. Irvin Abell, president of the American Med- 
ical Association, spoke before a section meeting on 
the national health program. He characterized the 
program proposed by the federal technical com- 
mittee as “federal aid to the public under the su- 
pervision of the medical profession.” He stated 
that he did not believe that any attempt has been 
made or will be made to socialize medicine in this 
country. He believes that a national program will 
be worked out to embody the use of widespread 
funds in present medical channels to improve the 
public health of the country. Dr. Abel stated that 
the federal government proposes to allocate two 
hundred million dollars annually for public health 
and an additional one hundred sixty-five million 
dollars annually for maternity and child welfare 
work. He stated that complete agreement to this 
exists in organized medicine because the American 
Medical Association has always considered it a 
greater achievement to prevent rather than to cure. 


The government next proposes to extend hospital 
facilities, using vacant beds now in hospitals and 
building space for 360,000 more beds for the use 
of the indigent, and constructing 500 laboratory 
centers where they are needed. Dr. Abel stated, 
“Provided such allocations are based on economic 
and geographic needs, the A. M. A. agrees to this.” 
The government further wishes to prepare legisla- 
tion allocating $400,000,000 annually for the use 
of the medically needy, both in the case of indi- 
gents and the low income groups. Again the Amer- 
ican Medical Association agrees, provided the fund 
goes into existing medical services without inter- 
ference from political or lay control. Dr. Abell fur- 
ther stated that “the government has never recom- 
mended socialized medicine. It has only recom- 
mended that a study of sickness and public health 
conditions be made by the various states. 


On this same program, A. J. Altmeyer, chairman 
of the Social Security Board and a. member of the 
federal interdepartmental committee to co-ordinate 
health and welfare and activities, spoke: 

“The burdens of sickness costs on families and 
on the public can be greatly reduced through ar- 
rangements to distribute these costs among groups 
of people and over periods of time. The more ade- 
quate prevention and care thus made possible 
would lessen both individual disasters and the pub- 
lic burdens arising from dependency. To finance 
the program, two sources of funds could be drawn 
upon. One would be general taxation or special 
tax assessments. The other would be specific insur- 
ance contributions from potential beneficiaries of 
an insurance system. These might be used separ- 
ately or in combination. The role of the federal 
government would be that of giving financial or 
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technical aid to the states through procedures © 
largely of their own choice. 

-“The public knows that the professions possess 
the knowledge and skills requisite to make this a 
more healthful nation than it is at present. With 
this has come a demand that there be made avail- 
able to everyone, regardless of economic status, the 
services and facilities which now too frequently are 
luxuries beyond the reach of many. The public is 
no longer satisfied to secure medical care only un- 
der the pressure of actual pain and sickness; it 
now wishes to conserve health by avoiding illness. 
It is because of this awakening that there is fore- 
seen a broadening of public health activities beyond 
their present scope. Society looks to the public 
health officers for more service and on a broader 
front. Its only alternative is to turn to agencies 
less qualified, professionally and technically. The 
amount of preventable illness and disability, the 
volume of unattended disease, the rate of prema- 
ture mortality and the prevalence of individual and 
social burdens created by illness are challenges 
which the public health worker must meet.” 

Dr. C. E-A. Winslow, of Yale University, partici- 
pated in this program, speaking in behalf of the 
consumer group. He stated that while some eco- 
nomic groups can afford any emergency medical 
costs, and some groups can afford no medical care, 
the majority can pay the average cost of medical 
care, but they cannot, as individual families. bud- 
get for the random catastrophe of serious medical 
emergencies. 

“There is but one hope for this group and for 
the professional personnel serving them. That is 
the spreading of the costs of medical care among 
the families and over a period. It is a method 
which is logical and inevitable, and which in some 
form has been adopted by almost every civilized 
country. The actual spreading of the economic 
burden of medical care can be accomplished eith- 
er by taxation, by insurance or by a combination 
of both. 

“It is obviously essential that professional stan- 
dards of service should be safeguarded in any pro- 
gram of this kind, and the formulation of such 
safeguards is the business of the medical profes- 
sion. The method by which the consumer elects to 
pool his financial resources to pay for medical care, 
is, as I see it, his business which he must accom- 
plish according to his own desires and with the 
counsel of the statistician and the economist. 

“Fear of federalization has been expressed in 
this connection. I am a little impatient with the 
assumption that our federal government is a pe- 
culiar, strange kind of foreign body intruded in 
these United States by some mistake. I regard it 
as an organ through which I and my fellow citi- 
zens can function in our own best interests.” 

The compulsory health insurance feature of the 
program, Dr. Winslow admitted, was the most dif- 
ficult problem to be solved. “This problem does 
not involve the health problem as such, since un- 
der the. recommendation the choice between tax- 
supported service and insurance is left to the states. 


The conflict will come in the individual states, and 
in this I question whether the American Medical 
Association has chosen its position wisely. 


“If provision is to be made for distributing the 
cost of medical care for the great bulk of our pop- 
ulation on the middle economic level—and that it 
must and will be made seems certain—it can be 
done in a given area only by tax support or in- 
surance funds, 

“In making the choice it seems to me that a tax- 
supported organization is essential for preventive 
services and for care of the indigent. But that for 
the families in the higher economic levels insur- 
ance has distinct advantages; in promoting self- 
respect and sense of responsibility of the patient 
while it leaves the medical profession as a whole in 
a more independent and authoritative position. 


“The only agency which can assure good qual- 
ity of medical care is the medical profession itself.” 
Dr. Winslow suggested that “For this purpose, the 
medical profession must be organized on a broader 
plane, as today it is not organized for quantity of 
service.” Dr. Winslow urged upon the Public Health 
Association an alertness “to the present unequal 
distribution of medical services,” and suggested the 
appointment of a group specially designed to co- 
operate with the federal government in working 
out the methods of the national health program. 
“The health officers must lead in matters concern- 
ing the health of the nation.” 

Mr. Altmeyer, chairman of the Social Security 
Board, explained that the national medical care 
program proposed by the federal committee would 
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cost ten dollars or less a person per year in new 
taxation. This will provide the minimum needs for 
essential medical and surgical care, hospitaliza- 
tion, medicine and emergency dentistry. Of the 
eight hundred fifty million dollars annual expendi- 
ture proposed by the committee, 335 million dol- 
lars would be earmarked for the care of the medi- 
cally needy who are too poor to afford such care. 
The remaining 515 millions of dollars are dis- 
tributed as 200 millions for expansion of public - 


‘health activities, 165 millions for maternal and 
child health work, 150 millions for new hospitals. 


The Governing Council of the American Public 
Health - Association, which corresponds in author- 
ity to the House of Delegates of the American Med- 
ical Association, adopted resolutions pledging the ~ 
support of the association to the further study of 
the problems presented, and authorized the presi- 
dent to appoint committee to cooperate with the 
American Medical Association, the National Or- 
ganization for Public Health Nursing, and the 
American Dental Association, in the furthering of 
a unified attack upon the problem. Contrary to 
some newspaper reports from the Kansas City 
meeting, the American Public Health Association 
definitely did not split from the American Medical 
Association, nor were there any heated “speech 
made in the Governing Council which could in any 
way be interpreted as presenting such a viewpoint. 
There was evidenced an earnest desire to cooper- 
ate with all organizations and agencies for the pur- 
pose of evolving plans which would most satisfac- 
torily and equitably solve the problems presented. 


University of New Mexico. 


HERE is at least a possibility that there may 

be present in the Phoenix district an 
unrecognized disease, coccidioidomycosis. If. this 
pathogenic fungus is not already here it may be in- 
troduced at any time by the migratory workers— 
cotton pickers and the like—whose itinerary in- 
cludes California and the Southwest; or by the 
shipment of livestock from one state to the other. 
Conditions of climate, soil, and stock raising here 
resemble those found in the San Joaquin Valley, 
where the disease is prevalent, and several cases 
that apparently originated in Arizona have been 
discovered . 

With something of this sort in mind, Dr. C. E. 
Smith of Stanford University Medical School has 
sent to me, along with the available publications, 
unpublished data obtained in their last summer’s 
work on this disease, and a supply of material for 
the diagnostic skin test. I shall present briefly the 
newer concept of coccidioidal infection as it appears 
to the California investigators, in the hope that 
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Presence of Coccidioidal Infection in Phoenix 


E. W. PHILLIPS, M.D. — 
Phoeniz, Ariz. 


any of you who have seen this symptom complex 
will furnish me with case histories. (Also, I will be 
glad to test suspected patients, either with active 
disease or after recovery, for the purpose of estab- 
lishing the diagnosis.) 


COCCIDIOIDAL GRANULOMA 
Coccidioidal granuloma, now regarded as the far 
advanced phase of the infection resulting from dis- 
semination of the fungi through the blood stream, 


_ has been known for some time. The first American 


case was reported from California by Rixford in 
1894. This disease, so rare that it is seldom consid- 
ered in diagnosis, has a case fatality of 50 per 
cent. Its course, while usually rapid after the dis- 
ease has been recognized, may extend over several 
years. Also, a few instances of localized skin infec- 
tion with coccidioides have been observed. Little 
was known of the earlier manifestations of cocci- 
dioidomycosis until the researches of Ernest C. 
Dickson and his associates revealed that the symp- 
toms of first infection are mild, with a characteris- 
tic clinical picture; that recovery is the rule, with 
more or less immunty as evidenced by a specific 
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skin reaction; and that in certain parts of Cali- 
fornia this disease is s9 common that more than 
half of the old residents react to coccidioidin. 

The pathogenic fun coccidioides imitis, oc- 
curs in the tissues as @ spherule about 30 microns 
in diameter, with a highly refractile double-con- 
toured capsule. Its mode of reproduction in the 
tissues is by endospores; but when planted on suit- 
able media it produces myceliym and forms a fluf- 
fy white colony that spreads widely. It grows well 
at either room or body tempergture, and retains its 
virulence indefinitely, without Ressage through an- 
imals. Its spores are uninjured by drying, and re- 
main vital in the dust that carrjes them. Add to 
this that the fungus infects m and cattle, caus- 
ing a non-fatal bronchitis infection 
of the bronchial and mediastinal glands, and it 
becomes apparent that the possibilities for the 
spread and persistence of this organism are con- 
siderable, given the right environment. 

According to Dickson, “It is suspegted that the 
infectivity for human beings and animals depends 
upon its growth in regions where in winter there 
is rain, with relatively little cold, and where the 
summers are dry, permitting the distribution of 
chlamydospores with dry soil which is stirred up 
as dust.” These conditions are found not only in 
Southern California, but equally in Arizona and 
other parts of the Southwest. 

The clinical picture related to first infection with 
coccidioides is said to be fairly characteristic in 
most cases. Dickson, in a recent article in the 
J. A. M. A. ITI: 15, 1362, (October 8), 1938, descrikes 
the symptoms in detail. Briefly, the disease begins 
as a severe bronchitis, with rather marked consti- 
tutional disturbance. Fever of varying degree is 
present; usually about 100° F. It may go much 
higher when bronchopneumonia develops. Pleurisy 
occurs occasionally; there may be conjunctivitis, 
but coryza is rare. Malaise, headache, and general 
aches and pains occur, but prostration is less mark- 
ed than in influenza. 

The disease proceeds like a hard chest cold, with 
a tendency toward improvement; then, eight to 
fifteen days after the onset, the characteristic 
eruption appears. This takes the form of red and 
painful nodules, 1 cm. or more in diameter, usually 
over the shins, sometimes invading other areas as 
well. With the appearance of this painful eruption 
the fever may increase. The nodules begin to fade 
in two or three days, leaving a brownish discolora- 
tion. The further course of the illness varies with 
the extent of peribronchial involvement, the du- 
ration being from three to six weeks. Recovery is 
the rule in the cases so far studied, but undoubted- 
ly some go on to the disseminated phase of the 
disease, even after a considerable free interval. 

Even before the erythema nodosum appears, lab- 
oratory examination differentiates this disease 
from influenza. There is no leucopenia; the white 
blood count is normal or moderately increased, and 
there is an eosinophilia which may reach 16 per 
cent. 
The cases with bronchopneumonia resemble in 
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symptoms and physical signs an acute tuberculo- 
sis, but examination of the sputum discloses no 
acid-fast bacilli unless the patient happens to have 
an open tuberculosis. Instead. there will be found 
the characteristic spherules of coccidioidomycosis. 
These are best demonstrated in the unstained speci- 
men. If not so found, culture will show the fun- 
gus colonies, and animal inoculation proves the 
pathogenicity of the organism. Injection is made 
into the testis of the male guinea pig; pus contain- 
ing the diagnostic spherules is formed in a few 
days. If the animal is kept alive, the typical lesions 
of coccidoidal granuloma develop. . 
Roentgenograms of the chest, if made during the 
acute infection, show conisderable increase of the 
hilar and peribronchial densities in all cases. In 
addition to this, there may be coarse mottling which 
involves all lobes, or lobular pneumonia. These ab- 
normal shadows so much resemble those associat- 
ed with re-infection in tuberculosis that experi- 
enced roentgenologists have been misled. However, 
in the course of a few weeks the soft densities grad- 
ually resolve, leaving only the enlarged root zones. 


DIAGNOSTIC TESTS 

The skin test with dilutions of coccidioidin is 
helpful in diagnosis; so far as is now known, the 
test is specific. The diagnostic material is prepared 
by growing the fungus on Long’s synthetic medium. 
As described by the originators, the technic is sim- 
ilar to that employed in testing with tuberculin, 
and there is a certain resemblance in the reactions. 
Acute cases, particularly about the time of the 
eruption, react to the intradermal injection of a 
1:1000 dilution of coccidioidin with a delayed in- 
flammatory area, edematous and quite red, which 
reaches its maximum at the end of forty-eight 
ours. Cases of longer standing require a stronger 
dilution, 1:10 being usually employed. This skin 
reagtivity to the stronger coccidioidin persists for 
years efter apparent recovery. 

In the performance of skin tests, it is absolutely 
essential te use only a new syringe, that has never 
been used fog testing with tuberculin. No ordinary 
methods of clegnsing will free even a hard glass 
syringe from tubegculin sufficiently to make it cer- 
tain that false reaetions with any other substance 
used in it will not ocowp, The same is true of cocci- 
dioidin, it seems, and a syringe used for that test 
should be used for no otheg. This is particularly 
true when a control test is empleyed, and this con- 
trol is used whenever a positive reaction, either im- 
mediate or delayed, is elicited. The control solu- 
tion is material from the same lot of media, incu- 
bated two months, but never inoculated. The same 
bacteriostatic (merthiolate 1:10,000) has been add- 
ed, and the same diluting fluid used. 

This technic I have scrupulously followed in the 
tests which I have so far performed. Because of 
the limitation of my practice to allergy and dis- 
eases of the chest, I have little opportunity to see 
acute illness of the sort described by Dickson. I 
have under observation a considerable number of 
chronic asthmatics and others with bronchial dam- 
age, including several cases of bronchomoniliasis. 
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Some of these I have tested with coccidioidin as 
occasion permitted. The results have been inter- 
esting in several respects. 

First, as to the specificity of the tests: cocci- 
dioidin does not inter-react with oidiomycin, tri- 
chophytin, or other derivatives of pathogenic fungi 
commonly used in testing. My patients with bron- 
chomoniliasis do not give the typical delayed reac- 
tion to coccidioidin; they show sharp reactions of 
this type to an extract of monilia. 

Immediate atopic reactions, with wheal, pseudo- 
pods and flare such as are seen in a positive pollen 
test, for example, occur not infrequently when al- 
lergic persons are tested with coccidioidin in eith- 
er dilution. They may fade in an hour or so, with 
itching and a localized edematous area persisting 
for a few hours longer; in other cases the early 
atopic response is followed by the typical tubercu- 
lin-like reaction which is best seen the second day 
after the injection, and which may persist, with oc- 
casional annoyance from itching, for a week. I am 
not yet prepared to venture an opinion concern- 
ing the significance of these immediate reactions, 
other than to state that they are caused by some 
product of the fungus; the accompanying control 
evoked such a response in only one instance—an 
instance so odd that it rates a brief report. 


CASE REPORT 

Case 1: A male, aged 39, was first seen in No- 
vember, 1937. For five years he had suffered from 
asthma of disabling severity in fall and spring, 
with occasional attacks at other seasons. His pro- 
longed asthma attacks usually ended in fever and 
a@ severe bronchitis; on one such occasion he had 
a bronchopneumonia but no skin eruption. 

He was found to be intensely sensitized to cer- 
tain pollens and foods; a secondary sinusitis was 
present. His symptoms were easily controlled so 
long as he received appropriate pollen therapy and 
avoided the offending foods. Recently, after a 
period of four months during which he had been 
symptom-free without treatment, he appeared with 
intense asthma, a purulent sputum, and 
fever. In the course of his re-examination the 
coccidioidin test was used and had an immediate 
four-plus reaction of the atopic type, fading in an 
hour; there was no delayed reaction later. At his 
next visit he was found to have exactly the same 
response to the control. It was then recalled that 
he was highly intolerant to asparagus, and a 
1:200 dilution of asparagus proteins elicited a re- 
action not distinguishable from the test with cocci- 
dioidin and its broth control. This fungus had been 
grown on Long’s synthetic medium, which has as 
its only source of nitrogen the amino acid aspara- 
gin. Such a coincidence is probably rare; I have 
not found another like it. 

A few cases have been encountered in which the 
typical tuberculin-like 48-hour reaction occurred, 
with apparently a close relation to a change in the 
patient’s symptoms, and in which the offending 
fungus must have been acquired locally. Two such 
examples are cited; the first of asthma, the second 
of “summer flu’. In neither did erythema nodosum 
appear. Both the patients were allargic individ- 
uals who had been under observation for several 


years. 


Pg ka A trained nurse, now aged 50. She came 
to Arizona in 1927 for treatment of tuberculosis. 
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Her left lung was extensively involved, and it was 
collapsed by pneumothorax. Symptoms of active 
tuberculosis ceased, but the lung remained atelec- 
tatic; intrathoracic deformity with displacement of 
the mediastinal structures, tracheal deviation and 
bronchial kinking occurred. 

She had hay fever before coming to Arizona. She 
was free from it for two years; then the symptom 
complex frequently observed in pollinosis patients 
with damaged lungs made its appearance: wheez- 
ing, cough, and mucoid sputum without tubercle 
bacilli; in short, a mild and intermittent asthma. 
The symptoms were readily controlled by pollen 
therapy, which in time the patient administered to 
herself as required. In the summer of 1937 this 
treatment failed to confer the usual relief; she be- 
gan to have a paroxysmal productive cough with 
dyspnoea. Tests failed to reveal any new sensitiza- 
tions. The sputum showed no tubercle bacilli; 
yeast-like organisms were found in the smear, but 
could not be grown on culture. Her symptoms sub- 
sided in the winter, but returned in increased de- 
gree during the past summer. Tests with cocci- 
dioidin were strongly positive. other fungi and the 
broth control were negative. The asthma was re- 
lieved by the test, once repeated. 

This patient has not been in California since 
1923, and then only in Los Angeles. She never had 
erythema nodosum. In the second attempt to dem- 
onstrate fungus coccidioides in her sputum an or- 

ganism growing in a fuzzy gray colony was found; 
its precise identity has not yet been determined. 

Case 3: Male, aged 55. At the age of 50 he came 
under observation for tuberculosis. His disease 
failed to heal under conservative treatment, and 
notwithstanding his age, at that time 52, it was 
necessary to use pneumothorax. This controlled 
his symptoms, but the damaged lung underwent a 
partial atelectasis and has never fully re-expanded. 

For years he had been subject to what he called 
“summer colds’; with them he had paroxysmal 
cough, and shortness of breath. Examination 
showed a mild chronic asthma. He was found 
to have a low-grade sensitivity to pollens, and 
treatment with them controlled his symptoms only 
on part. He was not sensitive to foods, by either 
test or trial. The coccidioidin test was applied, and 
a strongly positive reaction occurred in twenty-four 
hours. As the reaction developed, his wheezing 
ceased entirely. The control test with uninoculated 
broth was negative, as were tests with extracts of 
other fungi. Relief has continued, with no other 
treatment than repeated coccidioidin injections, 
less than the usual test dose. 

He has not been in California for many years, 
and then only in Los Angeles. The results of spu- 
tum culture have not yet been determined. 


COMMENT 

At this writing I have found eight typical delay- 
ed positive reactions to coccidioidin.* Two of these 
positively reacting patients have spent a summer 
in California within the last two or three years; an- 
other lived there for eight years, and probably: got 
his infection there. Of the eight positive reactors, 
seven are known to be sensitized to foods, pollens 
or both. The remaining patient has symptoms and 
physical signs (including persistent eosinophilia) 
strongly suggesting the presence of atopic disease, 
but I have never been able to find the offending 


*Since the above was written, several additional positive re- 
actions have been observed, all with negative controls as de- 
scribed. None of these patients had erythema nodosum. Ap- 
parently this reaction is not uncommon in the clinical materia) 
being tested. 
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substance. In three of the allergic patients, prompt 
relief of symptoms followed the positive reaction— 
relief which I had not been able to bring about by 
the usual agents. Another, with an excessive local 
reaction, suffered for three days from malaise, gen- 
eralized aching, and nausea, but no fever. 

This evidence is at least enough to justify the 
suspicion that coccidioidomycosis is present in 
Phoenix, apparently in a chronic form not previous- 
ly described. Unless the coccidioidin test is not 
specific, this organism is a factor in certain cases 
of asthma and chronic bronchial infection. We owe 
it to ourselves and to the public to recognize this 
disease if it is here, and we can do it best by con- 
certed action. This matter was taken up by the 
County Medical Societies in Kern and Tulare Coun- 
ties this year, and as a result, to quote Dr. Smith’s 
personal communication, “Not only have we pick- 
ed up several undiagnosed cases of coccidioidal 
granuloma, but over 200 cases of erythema nodo- 
sum caused by coccidioides fungus, and several 
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cases of so-called ‘summer flu’ without erythema 
nodosum.” 

In California the residents of the infected areas 
recognized the fact that they had there a distinct 
disease, long before their doctors were ready to 
admit it. They call the ailment “valley fever’, 
“desert fever’, or “summer flu”; and the rash 
they named “the bumps”. One hears some of these 
terms locally, as well as reference to “desert rash” 
and “desert sores”. (It may be that some whose 
clientele includes the residents of the desert north 
of Phoenix can refer these “desert sore” cases, 
whatever they are, for testing. A note on a pre- 
scription blank should accompany the patient, and 
I will, of course, inform the referring physician of 
the result. No charge will be made for the tests so 
long as my supply of coccidioidin lasts, and there 
is enough of it to determine, with your help, wheth- 
er we are missing the diagnosis of what is, for us, 
a new disease.) 


381 N. 18th St. 


Male arrangements now to attemd the 
ANNUAL MEETING 


of the 
Arizona State Medical Association 
to be held at 
Phoenix, Arizona 
April 13-14-15, 1939 
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WIND OVER AMERICA 


Cases of mental aberration are not all confined 
in the booby-hatches of the republic, and for the 
sake of our funny-bones let’s hope the powers keep 
a few of the harmless ones out of stir. Certainly 
the psychiatrists shouldn’t be allowed to hog all 
the fun. 

In case the harrassed medico hankers for an 
amusing peep inside the emptier skulls of the times 
let him invest a nickel in the name of good, clean 
fun by purchasing a recent copy of America’s bla- 
tant weekly owned by our old Comrade, dear ““Body- 
Love”. Therein he: will find a stuttering, mono- 
syllabic denunciation of present day physicians and 
their organizations. He will learn of the marvelous 
grape and milk therapy of the social diseases. Sad 
to relate, his own scientific journals have kept him 
in darkest ignorance of this dawning millenium in 
pharmacology. The by now startled reader will be 
further informed that as the devil hates holy wa- 
ter, so does the American physician hate that mean 
old boogey-bear, the American Medical Association. 

Yes, by all means, the physician should purchase 
a copy of “Body-Love’s” mouth-organ of recent 
date and observe therein how the windier segment 
of the population doth huff and puff most amus- 
ingly. 


GROWTH OF A NECESSITY 
Twenty-five years ago a little group of South- 
western physicians banded together in a move to 
further their post-graduate education. They were 
motivated by a lasting hunger for knowledge. They 
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knew that their basic medical training must be 
continually augmented. They were aware of the 
fact that their science was not static, had to be 


. dynamic in behavior. 


At first there was debate and an exchange of 
ideas among the local members. As the years passed 
outside teachers were engaged to bring their new 
knowledge from various Eastern medical centers to 
this Southwestern outpost. Physicians from Ari- 
zona New Mexico, Western Texas and Old Mexico 
learned of the annual sessions, and attended, and 
were welcomed. Attendance grew, more ambitious 
programs were staged. 

From a shaky, humble beginning the Southwest- 
ern Medical Association has now developed into a 
secure, vital, powerful instrument for post-graduate 
instruction of all physicians in this Southwest. To- 
day it may be listed among the necessities of the 
medical man’s life in this corner of the world. 

The year 1938 brought new security to the associ- 
ation. Fresh testimony to that statement is found 
elsewhere in this issue of SOUTHWESTERN MED- 
ICINE in the last report submitted by the retiring 
secretary-treasurer, Dr. O. E. Egbert. 

As the association enters its twenty-fifth year of 
usefulness it is good that contemporary members 
remember to honor that glorious handful of men 
who have kept the breath of life evenly flowing in © 
the institution from year to year. 


SYPHILIS INTELLIGENCE 
Every physician has his own methods of dealing 
with syphilis, developed through a fund of experi- 
ence. That a certain uniformity in such dealings — 
might be somewhat desirable is borne out by the 
numerous outlines of procedures that grace every 
article, every text book on the disease. Certainly 
the case of syphilis should be viewed from at least 
two perspectives, viz., the personal standpoint of 
the patient, and the relation of his case to society 
at large. Stokes of Philadelphia gives this as a log- 
ical procedure: 
1. Explain to the patient the nature of his dis- 


ease at first consultation. 
2. Specifically instruct him regarding infec- 


jousness. 

3. Give him something to read if he can grasp 
it, and have something at hand that he can grasp. 

4. Take time, use words of one syllable, speak 
the vernacular. 

5. Know what the state and city are doing for 
venereal disease patients. If they are doing better 
than you, improve yourself. 

6. Report your cases. If a patient leaves you. 
know to whom he goes and send a letter of find- 
= If he fails to report, notify the health author- 

es. 

7. Utilize and appreciate a good state laboratory. 
(For your indigent and semi-indigent patients.) 

8. Call the state or city in to help you with the 
irresponsible patient. 

. Place education of the patient ahead of en- 
forcement when possible. 

10. Insist that the state shall keep its place in 
medical practice and fulfill its obligation by serving 

Think socially as well as individually, in 
terms, about the of sexual dis- 
ease and sexual problems. 
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CONTRIBUTION BY LIFE INSURANCE 


Recently there appeared a new publication, Pro- 
ceedings of The Life Extension Examiners. This 
journal expects to make use of the mass of statis- 
tics available from life insurance examinations in 
this country. Studies of varied types are to be pub- 
lished. Much of value should derive from such pub- 
lication, as is hinted by the following:' 


In industry it occasionally happens that the by- 
product to the manufacture of a given article as- 
sumes a value sometimes equalling or eclipsing that 
of the original product. A similar development is 
noted in the progress of life insurance work. The 
primary objective of life insurance is to provide 
financial assistance in times of affliction. Life in- 
surance companies were organized primarily as fi- 
nancial institutions to provide means to offset 
property risks resulting from accidents to life and 
health. Originally this presupposed the death of 
the individual before the benefits could be obtained. 


During the past score of years another angle of 
their work has come to the foreground—one far 
more satisfying in its accomplishment. We refer 
to the health conservation program, so extensively 
in operation today. Very few people appreciate the 
tremendous work now being sponsored by the life 
insurance companies in the field of preventive med- 
icine. The wealth of accurate statistical informa- 
tion obtained by the life insurance companies has 
been of inestimable value in guiding the public 
health officers in the control of disease and mor- 
tality. This information has been made readily 
available to all who may be interested in public 
health. Based upon this information, extensive 
programs for disease eradication have been insti- 
tuted by public health agencies and the medical 
profession. 

Another very valuable contribution of the life in- 
surance companies is the dissemination of accurate 
information on general hygiene and health pre- 
— through the public press and private pub- 

ications. 


But probably the most outstanding contribution 
to better public health and greater life expectancy 
is the periodic health examination which some 
companies provide for their policyholders. It was 
primarily through the cooperation of the life in- 
surance companies that the periodic health exam- 
ination movement was instituted and given such 
support as to assure its continuance. Past experi- 
ence shows that without this cooperation and pro- 
motion by the insurance companies there would be 
no periodic examination movement today. This is 
not because the principle is not generally accepted. 
It would be difficult to find anyone who did not 
agree with the plan in principle and many intend 
to follow such a program, but, so long as a fair de- 
gree of health is experienced, the actual examina- 
tion is postponed indefinitely. Thus, people go 
down the road “paved with good intentions” until 
calamity ensues. The incentive to action usually 
comes from the insurance companies which, by di- 
rect appeal and the offer to provide the examina- 
tion without expense to the policyholder, bring the 
individuals to the physician. 

Now that the general health examination is defi- 
nitely established and accepted as a part of the na- 
tional health program, it is only fair to acknowl- 
edge the indebtedness of both the general public 
and the medical profession to the life insurance 
companies for the benefits which have resulted 
from their vision and generosity. 
ar Proceedings of the Life Extension Examiners. 1:20, Jan.. 
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PARENTERAL PROPAGANDA 


In sO many ways the present administration at 
Washington has tried to shove the bitter pill of 
regulation down the throat of various segments of 
the public that it comes as a delicious surprise to 
watch the onset and development of a new piece of 
monkey-business which is calculated to instill prop- 
aganda in methods more subtle. 

Various bureaus, committees, groups, and sundry 
gangs have clothed themselves with high sounding 
names ranging from the Lovers of True Democracy 
to some such meaningless title as the Knights of 
Flatus. These holy foundations ship limitless quan- 
tities of more or less cute guff to the editors of the 
land. Most of the stuff is a deplorable waste of 
good paper, although it has been said that this 
paper has its uses in the country districts, where 
plumbers as yet have not penetrated in the march 
of the newer civilization. 


Sometimes the weighty deliberations of the prop- 
aganda gang are disguised as interviews between 
at least two Great Thinkers. One of the hydro- 
cephalic parties in the erudite discussion is clothed 
in spotless white. He is a direct descendant of Gal- 
ahad. He is the bright young man with visions of 
Heaven on earth. He always wins in the argumenta- 
tion, to the final discomfiture of his black-hearted 
antagonist, who is usually, after his mask is re- 
moved, discovered to be none other than a plain 
old family doctor! Oceans of such rubbish are 
swept into the editorial offices of the country daily, 
in the too-often-gratified hope that some of it will 
reach the public eye through the medium of the 
press. Many are the waste baskets that are groan- 
ing tonight, groaning with mountains of trash. 
Many are the backs that will ache after dumping 
this trash in the cleansing bonfires in thousands of 
back alleys of America. 

It is to the eternal credit of the editors of the 
daily press that they have to date been singularly 
difficult to hornswoggle. There are still some alert 


brains in America. 


PRE-NATAL TREATMENT OF SYPHILIS 


Laudable though the plea for early treatment of 
the pregnant mother may be, recent work by Sny- 
der and Speert (1) would seem to indicate that 
anti-syphilitic therapy may be of high value rather 
late in the term. These workers have recently re- 
ported experiments on rabbits in which injections 
of neoarsphenamine were given the animals at vari- 
ous stages of pregnancy. Quantitative determina- 
tion of the arsenic content of the fetuses and pla- 
centas were made at various times following the 
injections into the mother’s blood stream. These 
experiments indicated that the rate of placental 
transmission of arsenic increased markedly as the 
pregnancy advanced toward term. A larger amount 
of arsenic was found in the placenta than in the 
fetus, but the amount of arsenic in the fetus was 
invariably increased after the twenty-four hours 
following the injection into the mother. The au- 
thors felt that near term the transmission of ar- 
senic through the placenta attained its maximum. 

Certainly the pregnant woman with syphilis 
should not be denied treatment early in her preg- 
nancy. On the other hand, one may expect a good 
deal of success if treatment has to be started late 
in the period of gestation. Anti-syphilitic treat- 
ment should therefore be given in adecuate amount 
to every case of pregnancy complicated by syphilis, 
regardless of the stage of pregnancy attained by the 
patient when the physician first establishes the 
diagnonsis of syphilis. 

(1) Am. J. Ob. and Gyn. Oct., 1938. 
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REPORT OF SECRETARY 


With the reorganization of the Association in 
1935 two important changes in the business policy 
of the Association were made. One was the sep- 
artion of the business of the Southwestern Medical 
Association from the Journal, Southwestern Medi- 
cine. The separation was carried out and during 
1937 the Board of Managers of Southwestern Med- 
icine organized and employed an editor and a pub- 
lisher and otherwise perfected the details of an ex- 
cellent business organization. The other change of 
policy was that the Southwestern Medical Associa- 
tion prepare the program and finance the Annual 
Meeting, where heretofore the local medical society 
did. This change of policy was offered by the men 
from Arizona and New Mexico that a hardship 
might not be worked upon the members from the 
El Paso County Medical Society since El Paso be- 
came the regular meeting place of the Association. 


This change has come about gradually during 
the past three years. In 1936 El Paso entertained 
the Association and prepared the program and had 
the responsibility of financing it. In 1937 the As- 
sociation met in Phoenix and again local commit- 
tees handled the program and the financing, with 
the Association subsidizing the local committee for 
$150.00. The 1938 meeting again was held in -El 
Paso and was handled entirely by Association of- 
ficers. All funds accruing from membership fees, 
registration fees, booth sales and ticket purchases 
were turned in to the Treasurer of the Association 
and, of course, all disbursements for speakers’ cost, 
balls, entertainment, etc., were paid from the treas- 
ury. 

These two changes in policy have seemed to be 
successful from every viewpoint. The Journal and 
the management thereof speak for themselves, and 
it seems practical that the business management 
of the Journal and that of the Association be sep- 
arated. The business side of the Association seems 
to be in excellent state. At the reorganization of 
the Association there was $57.00 in the treasury on 
January 1, 1936; on January 1, 1937 there was 
$292.00; on January 1, 1938 there was $330.43, and 
as the treasury is turned over to the new treasurer, 
Dr. Maurice Spearman, we are naturally proud to 
report that there is $699.88 in the treasury. 


This means that some $300.00 was made off the 
last meeting by the Association. If I may voice my 
personal opinion, it is that if the Association has 
approximately $300.00 in the treasury at the be- 
ginning of each fiscal year, that it is a safe balance. 
I see no occasion to build up a large treasury, there- 
fore, shall recommend to the Executive Committee 
that in planning the 1939 program that it plan to 
spend approximatetly $300.00 more on that pro- 
gram than was spent on this year’s program. Like- 


wise, there can be at least $100.00 spent on adver- 
tising the meeting. A bigger and better meeting 
will naturally be the result, and with it properly 
advertised I am sure it will more than pay for the 
venture in increased membership and attendance. 
Yours for a bigger and better 1939 Session, 


—Orville Egbert, M.D. 
Retiring Secretary-Treasurer. 


TREASURER’S REPORT—1938 
ASSETS: 
Cash on hand Jan. 1, 1938 $ 330.43 
Membership fees and registrations _.____ 1,646.00 
Tickets for annual dinner 282.00 
Commercial exhibits 395.00 
Total $2,653.43 
DISBURSEMENTS: 
Salary assistant secretary $ 300.00 
Western Union 17.77 
Southwestern Medicine 100 00 
Supplies 53.00 
Stamps 32.00 
Clerical help for meeting 80.14 
Transportation for speakers 620.82 
Meals allowance for speakers 29.50 
Labor, carpenter, etc. 86.75 
Storage for booths 68.00 
Prize, medical bag 19.85 
Printing 100.75 
Entertainment: 
Woman’s Auxiliary $ 45.00 
Annual dinner - 285.97 
Orchestra 65.00 
Orchestra 7.00 
Flowers 20.00 
Entertainers 10.00 
Entertainers 10.00 
Flowers 2.00 
Total entertainment — 444.97 
Total disbursements $1,953.55 
Balance on hand Dec. 31, 1938 $ 699.88 


CALIFORNIA APPROVES PLAN FOR 
MEDICAL CARE 

At a special meeting of the House of Delegates 
of the California Medical Association in Los An- 
geles December 17, a plan to provide medical care 
to residents of the state at a cost of about $2.50 a 
month was approved, The Journal of the American 
Medical Association reports. 

According to the New York Times, patients will 
select their own doctors and hospitals. Payments 
will be made on a weekly, monthly or semi-monthly 
basis. Physicians will be paid on a unit basis, the 
payments graded from single units for minor ser- 
vices to twenty-five or more units for major opera- 
tions. It is expected to take about six or eight 
months to put the plan into operation. While the 
exact cost has not been determined, the estimate 
is $2.50 a month for each person. No provision for 
family group insurance was made under the re- 
vised final plan. Hospital, medical and surgical at- 
tention will be provided and the expenses may be 
lower if 500,000 or more persons participate in the 
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ARIZONA MEDICAL SERVICE PLAN 

The Medical Economics Committee of the Ari- 
zona State Medical Association have initial plans 
under way for the formation of a medical service 
plan for this state. The Committee, composed of 
Drs. W. Paul Holbrook, Chairman, Tucson; J. D. 
Hamer, Phoenix, and Geo. O. Bassett, Prescott, in- 
vited the County societies to an informal conference 
on January 8, at which time the outline of the plan 
was discussed. The opinion of the conference was 
that some such plan should be drafted for as early 
action of the Association as possible. An ensuing 
meeting of the Committee, based on the recom- 
mendations of the conference group, was held and 
the details more definitely outlined. 

The plan is now in the hands of legal authority 
for investigations relating to insurance and corpor- 
ation laws to determine the legality of the entire 
procedure so far as the laws of Arizona are con- 
cerned. This phase of the work is nearing com- 
pletion, with the plan now being outlined in detail 
for the consideration of all county medical soci- 
eties. As soon as the county societies have made 
further recommendations a called meeting of the 
House of Delegates of the Arizona State Medical 
Association will be held to take final action on the 
proposals offered. This called meeting will be prior 
to that of the Annual Meeting in April, according 
to present plans. 

The membership is urged to await the delibera- 
tions of their county medical societies before en- 
tering into agreement on other plans it is under- 
stood are being offered in some sections of the 
state. No other plan has been placed before the 
Association or the individual societies for approval 
or endorsement, and it is strongly urged that mem- 
bers withhold their participation in such plans. 
The Committee on Medical Economics has given the 
plan being contemplated careful investigation and 
study. Stand by for their early report to your 
county medical society. 


PUBLIC HEALTH LEGISLATION 

The Committee on Legislation sent out a recent 
letter to the membership of the Arizona State Med- 
ical Association relative to the details of Public 
Health Legislation sponsored by the American Le- 
gion and now before the House of the Fourteenth 
Legislature for action. The Senate will receive the 
measure after the House has completed its delib- 
erations and given its vote. : 

This Association is equally interested with the 
American Legion in seeing that a better Public 
Health set-up for Arizona is made possible. There 
were several points in the Legion measure, as in- 


troduced, which this committee did not feel were 
advisable for Arizona at this time, hence it rec- 
ommended several vital changes, the majority of 
which will be incorporated in the measure when 
finally passed by the House. 

The Arizona State Medical Association, through 
this Committee, has pointed out to the Legislature 
that the recommendations offered are not to be 
construed as opposition to House Bill No. 1, which 
is the measure in question, and that this Associa- 
tion is not attempting to block the passage of any 
Public Health measure. The recommendations of- 
fered have been accepted in their proper light by 
the Legislature, the present prospect being that 
@ measure will be enacted providing for a full-time 
superintendent of Public Health for Arizona with 
such qualifications as will insure the services of a 
capable man but not to restrict a proper selection. 

Members of the Committee on Legislation are: 
Drs. Norman A. Ross, Chairman, Phoenix; Geo. B. 
Irvine, Tempe, Clarence Gunter, Globe; Jas. H. Al- 
len, Prescott; Chas. S. Smith, Nogales, and C. A. 
Thomas, Tucson. 

Communications from the membership relative 
to this and other pending legislation of interest 


to the profession and the public at large are in- 
vited. 


AUXILIARY BOARD TO MEET 

Mrs. George C. Truman, of Mesa, President of 
the Auxiliary of the Arizona State Medical Associ- 
ation, has called a meeting of the Executive Board 
to be held in Tucson on February 28. Business 
before the Board will relate to the Annual Meeting 
as set for April 13, 14, 15 at Phoenix. Planning to 
attend the Tucson session of the Board, in addition 
to Mrs. Truman, are: Mrs. N. A. Ross, J. M. 
Greer, F. B. Sharp, and J. W. Pennington, of Phoe- 
nix; Geo. B. Irvine, Tempe; Henri S. Denninger, 
Glendale; Jas. Meason, Chandler; H. T. South- 
worth, Prescott; and Mrs. V. G. Presson, Royal 
Rudolph, E. C. Comer, C. E. Patterson, B. B. 
Edwards, and Clyde Flood of Tucson. 


ANNUAL MEETING 

The March issue of Southwestern Medicine will 
carry the program for the Annual Meeting of the 
Arizona State Medical Association to be held in 
Phoenix, April 13, 14, 15. An excellent scientific 
program is being arranged with the details about 
ready for release. Dr. Jas. L. Johnson, president 
of the Maricopa County Medical Society, announc- 
es that local committees have plans well under 
way for entertainment, clinics, etc. Plan now to 
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attend. The Program Committee consists of Dr. 
Chas. S. Smith, Chairman, Nogales, and Drs. W. 
Paul Holbrook, Tucson, and Frank J. Milloy, Phoe- 
nix, members. 


MISCELLANY 


THE LONG-WHISKERED DOCTOR OF THE 
STORY BOOKS 

An English journal which calls itself ‘The 
Economist’ ends with a short article on “Doctors 
and Public’ with, 

“The doctors will enjoy the respect of the pub- 
lic to precisely the same degree that they do not 
behave like a commercial vested interest.” 

It is said the whole world loves a lover, but ap- 
parently if any such regard is held for the doctor 
in this country as in Great Britain, it is a very, 
special type of doctor, replies the Journal of the 
Indiana State Medical Association. He is the coun- 
try or city practitioner with a full beard who an- 
swers all calls day and night, keeps no books, 
sends no bills, dies at fifty-five of a coronary oc- 
clusion, and leaves to his wife and children a 
doubtful future. 

A physician has no right, it seems, to watch after 
his own interests and make himself an income suf- 
ficient to take care of his overhead and have a lit- 
tle left over for life insurance. Strangely, no pa- 
tient, even if he doesn’t intend to pay, wants to 
have a doctor drive up to his place in a jalopy car. 
His doctor must maintain a good looking car and 
a properly furnished office. However, if such is the 
appearance of prosperity, the patient figures that 
the doctor must not need the money and worries 
not. when he pays. : 

The public has taken to itself the picture of the 
self-sacrificing, charitable physician and does not 
care to lose it. This is proper and we as physicians 
should do our best to maintain this picture of char- 
itable self-sacrifice, but we have a right and a duty 
to be practical business men as well. 

Recently a physician told of meeting a nurse who 
had been with him on an obstetrical case many 
months previously. She asked, “Doctor, did you 
ever get any pay for that case I helped you with 
last year?” 

“No!” was his reply. “I haven’t heard from them 
since. Did you get your money?” 

‘No, doctor, I didn’t either,’ she answered. “And 
I heard later that the husband was worried as to 
whether you got home all right. It seems that while 
we were in the house delivering the baby, he wis 
outside siphuning the gasoline out of your car!” 

—N. Y. St. Jo. of Med. 


BLOW TO CHIROPRACTIC 


In Brooklyn Magistrate Sylvester Sabbatino made 
a ruling on chiropractic which should expedite the 
elimination of this form of illegal medical practice 
from New York State. The defendant Frederick C 
Zinke, fought for acquittal on the basis of a routine 
statement to patients that he did not practice 
medicine, diagnose or prescribe drugs. In his de- 
cision to hold Zinke for Special Sessions, Judge 
Sabbatino brushed aside this subterfuge with a rea- 
soned statement going to the core of the situation. 

The Court held that in spite of the defendant’s 
disclaimers there was a “holding out” to practice 
medicine in the signs displayed by him, in the 
whole set-up of his office and in the acts perform- 
ed there. “And the fact that chiropractors abstain 
from the use of words like ‘diagnosis,’ ‘treatment’ or 
‘disease’ is immaterial. What they hold themselves 
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out to do and what they do is to treat disease, and 
the substitution of words like ‘analysis,’ ‘palpation’ 
and ‘adjustment’ does not change the nature of 
their act. ... To this Court, the negation is but a 
a false pretense, for defendant proceeded to per- 
form the very acts which he pretended he did not 
perform.” 

A momentous aspect of Judge Sabbatino’s deci- 
sion is his interpretation of the display of signs 
bearing the legend “chiropractor” or “Doctor of 
Chiropractic.” “These signs and certificates are in 
themselves presumptive evidence of a holding out 
(to practice medicine) . . . —the titles ‘doctor’ and 
‘chiropractor’ carry with them definite implications 
that the possessor of these titles is able to treat 
bodily conditions.” 

This is one of the most important rulings hand- 
ed down on the subject of chiropractic. It makes it 
possible for the state to proceed against every chir- 
opractor who so lists himself in the telephone book 
or who displays a chiropractic sign. It materially 
lessens the difficulty and expense of procuring evi- 
dence and makes the situation of all kinds of unli- 
censed sectarian practitioners less tenable. 

The medical practice laws, in spite of occasional 
charges to the contrary, are designed primarily to 
protect the lay public against unqualified healers. 
Vigorous prosecution of illegal practitioners, such 
as the state has enjoyed under Assistant Attorney 
General Sol Ullman, is materially aided by clear 
thinking. unequivocal judicial decisions like that 
handed down by Judge Sabbatino in the Zinke case. 

—N. Y. St. J. Med 


SULFANILAMIDE-PYRIDINE 

Early this year English workers announced that 
the pyridine derivative of sulfanilamide described 
as 2-(p-aminobenzene-sulfonamide)-pyridine or 
sulfanilamide-pyridine, had been found to protect 
mice against pneumonia invasion to a much greater 
extent than was possible with sulfanilamide. The 
drug is patented and marketed in Great Britain 
by May & Baker under the nondescriptive name of 
M & B 693, or “Dagenan.”’ Merck & Co., Inc., the 
American firm which has obtained the patent 
rights for the product in this country, has, to its 
credit, not placed the product on the market; in- 
stead it has placed it in the hands of competent in- 
vestigators in chemotherapy and pneumonia to de- 
termine more definitely its dosages, advantages and 
limitations. While published reports containing the 
details of the studies thus far are not available, 
THE JOURNAL has received communications from 
a few investigators, all of whom agree that the 
product has promise in the treatment of certain 
types of pneumonia. The substance has not yet 
been submitted to the Council on Pharmacy and 
Chemistry, but the firm undoubtedly will submit 
the product. before it is actively promoted. Merck 
& Co. is cooperating fully in determining both the 
usefulness and the hazards associated with the 
product before making it generally available. 

—(J. A. M. A.) 


STAR GAZERS 

The “Committee of Physicians for the Improve- 
ment of Medical Care, Inc.” is apparently nearing 
the end of its rope. They make claim Nov. 26, 1938, 
to a membership list of 921. However, many of 
them apparently give lip service only. The note of 
appeal to members for financial aid states that 
only 111 have so far contributed to the treasury. 
That is pretty fair evidence that, while many of 
them might think that medical care in the United 
States needs renovating, their thoughts do not 
reach far enough or deep enough to touch the poc- 
ketbook. Other agencies, particularly the National 
Health Conference, have at least quasi support from 
the federal government since many of its members 


at 
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are federal employees or heads of departments in 
the ramified bureaus which now infest Washington. 

The letter of information concerning activities of 
the “Committee of Physicians’ gives full approval 
to the proposals for federal legislation made by the 
National Health Conference, which program they 
have swallowed, hook, line and sinker. The action 
taken by the A.M.A. House of Delegates is men- 
tioned, discussed briefly and left in limbo. 

It is apparent that not many physicians have 
felt. the urge to join this band of enthusiasts whose 
action turned loose a “Pandora’s Box’ of irritating 
and conflicting problems.—Rocky Mtn. Med. Jo. 


VITAMIN K 


Early in 1937 THE JOURNAL discussed the dis- 
cussed the discovery of vitamin K and the results 
of the earlier experimental work in connection with 
this food factor. The present view is that this food 
factor is instrumental in maintaining the level of 
prothrombin in the blood. The hemorrhage is 
usually traumatic in origin, but diminished pro- 
thrombin results in a prolongation of clotting time 
which emphasizes the seriousness of the hemor- 
rhage. Along with the prolonged clotting time in 
chicks is an anemia which likewise responds to 
vitamin K given in the form of an extract of al- 
falfa. Bile is highly important in facilitating the 
utilization of vitamin K, probably by promoting its 
absorption; this has now been shown in rats, in 
dogs and in human patients. A recent report de- 
scribes a crystalline product prepared from alfalfa 
leaves and so potent that 0.6 microgram will reduce 
the clotting time of 50 per cent of a large number 
of hemorrhagic chicks to normal. A still more re- 
cent report describes an active clotting factor pre- 
pared from dog, pig and lamb livers; this, however, 
gave chemical evidence of being a sterol. 

—(J. A.M. A.) 


PNEUMONIA 

The winter months bring pneumonia, one of the 
most vicious of all illnesses. In combatting the dis- 
ease, it is necessary to educate the public, and sup- 
port the efforts of physicians and research workers 
to the end that they all will lend their cooperation 
in the fight against pneumonia. 

The third greatest cause of all deaths in the Unit- 
ed States, pneumonia attacks chiefly the very 
young and the old. Of the two kinds if pneumonia, 
the adult usually has the lobar type while the in- 
fant and young child more frequently has bron- 
chopneumonia. 

The etiology of pneumonia has been found to be 
the pneumococcus in 96 per cent of all cases. The 
remaining 4 per cent are due to us, 
staphylococcus, or the bacillis of influenza of Pfeif- 
fer, or Friedlanders bacillus. 

In 1911, Neufeld and Handel found that the pneu- 
mococci varied and divided them into three distinct 


groups, and a fourth heterogeneous group. Later . 


workers subdivided the fourth group so that now 
there are types 1 to 32. Only about 3 per cent 
of cases fail to fall in specific groups by the newer 
ods. Types 1 and 2 are responsible for more 

all cases of pneumonia, type 1 
30 per cent and type 2 more than 20 
per cent. Type 3 pneumococcus causes between 
nine and ten per cent of all cases of pneumococcic 


With the advent of serum therapy, the death 
rate from pneumonias due to the pneumococcus 
has been considerably lowered. It is vitally neces- 
sary that the type of pneumococcus be determined 
before any serum therapy can be instituted. For 
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this procedure, a specimen must be submitted for 
bacteriologic examination representing exudate ex- 
pectorated from the lung. The type is determined 
by the swelling of the pneumococcus in the pres- 
ence of the right type of serum. 

Pneumonia progresses rapidly. It is an emerg- 
ency. Each day’s delay in the administration of 
serum lessens the possibility of recovery. Because 
serum therapy frequently determines the outcome 
in a given case, each patient is entitled to typing 
studies and to serum therapy if it is available. Re- 
duction of mortality by 50 per cent and more has 
been reported following the use of type-specific 
anti-serum. The effectiveness of serum therapy is 
multiplied by early administration. Some authors 
state that it should be given not later than the 
third day. Thus it is rarely permissible to withhold 
serum because of mild initial symptoms since there 
is no dependable method of forecasting the eventual 
severity of the disease. Adequate doses on the first 
or second day of the disease is ideal and frequently 
leads to prompt termination of the illness by crisis. 


One of the most important factors is educating 
the public to the fact that pneumonia is an emerg- 
ency, that it is a dangerous disease, that it is high- 
ly contagious, and that specific serum saves many 
lives. They must also be constantly reminded that 
colds should be properly cared for because three- 
fourths of all pneumonia cases begin with a cold. 
The physician should be summoned early so that 
every resource of science may be called into use. 
This is, indeed, a difficult task, but with persever- 
ance and untiring effort, the public will cooperate 
and consequently will help to lower the mortality 


from pneumonia. 
—Jo. Ind. St. Med. Assoc. 


CONDITIONS ASSOCIATED WITH DIARRHEA 


I. Systemic disturbances: 
A. Nervous diarrhea 
B. Allergic diarrhea 
C. Food poisoning 
D. Trichinosis 

II. Metabolic disorders: 
A. Hyperthyroidism 
B. Uremia 

C. Pancreatic insufficiency 


III. Functional gastro-intestinal disorders: 


A. — colon unstable colon or “mucous 
co ” 

B. Gastric diarrhea 

C. Foreign bodies 


IV. Organic intestinal disorders: 
A. Neoplastic 
1. Polyposis 
2. Carcinoma 
3. Other tumors 
B. Non-neoplastic 
1. Ulcerative colitis 
a. Streptococcal 
b. Tuberculous 
c. Parasitic 
d. Infectious diarrhea of undetermined 
etiology 
2. Infectious dysentery 
a. Bacillary dysentery 
b. Typhoid fever 
3. Granulomatous lesions 
a. Tuberculoma 
b. Amebic granuloma 
c. Infectious granuloma (nonspecific) 
4. Regional enteritis colitis and enterocolitis 
5. Deficiency diseases 
a. Pellagra 
b. Sprue 
Bargen in Rocky Mtn. Med. Jo. 
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NEWS 


El Paso 

The regular dinner and staff meeting of the Staff 
Meeting of the Southwestern General Hospital was 
held Friday, January 27, 1939, at 6:30 P.M., in the 
Hospital Auditorium. The program was as follows: 

“Laboratory Diagnosis, Pathology and X-ray 
Findings of Pneumonia’”—Dr. George Turner. 

“Clinical Diagnosis Treatment and Recent Devel- 
opments of Pneumonia’’—Dr. Chester Awe. 

“Metastatic Squamous Cell Carcinoma to the 
Upper Ureter’—Dr. E. J. Cummins. 

Discussion opened by Dr. J. W. Cathcart. 


The regular meeting of the El Paso City-County 
Hospital Staff was held Wednesday, January 18, 
1939, at 6:30 P.M., at City-County Hospital. The 
program was as follows: 

“Case of Lobar Pneumonia.” Presentation by Dr. 
Ralph Homan. 

“Differential Diagnosis of Ovarian Cyst.’’ Pre- 
sentation by Dr. John Murphy. Discussion by Dr. 
J. L. Green. 


The regular staff meeting of the Hotel Dieu Sis- 
ters’ Hospital was held Tuesday, January 3, 1939, 
at 12:30 o'clock in the auditorium of the Nurses’ 
Home. Luncheon was served. The program was as 
follows: 

“Chronic Duodenal Ulcer. Pyloric Obstruction” 
—Dr. F. D. Garrett. 

Discussion by Dr. J. L. Green. 

“Aplastic Anemia’—Dr. R. Holt. 

Discussion by Dr. C. D. Awe. 


A regular meeting of the El Paso County Medical 
Society was held Monday evening, January 9, 1939. 
The program was as follows: 

Presidents Address—Dr. James J. Gorman. 

“Radiation Therapy in Gas Gangrene and Other 
Infections’—Dr. D. von Briesen. 


The regular meeting of the El Paso County Med- 
ical Society was held January 23, 1939, at the Hil- 
ton Hotel. Dinner was served at 7:00 P.M. The 
scientific program at 8:00 P.M. was as follows: 

“Fractures of the Hip.” Lantern slide demonstra- 
tion of Blind Pegging with Smith-Peterson Nail— 
Dr. Louis Breck. 

“Oral and Facial Deformities’”—Dr. 
Pangman. 

Discussion opened by O. J. Shaffer, D.D.S. 


W. John 


The following committees were appointed by Dr. 
James J. Gorman, President of the El Paso County 
Medical Society: 

Program Committee—Dr. Gerald H. Jordan, 
Chairman; Dr. Arthur P. Black, Dr. Raymond P. 
Hughes. 

Public Health and Legislation—Dr. J. L. Green, 
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Chairman; Dr. B. F. Stevens, Dr. James W. Laws. 
Cohtact Committee—Dr. Frank Barrett, Chair- 
man; Dr. John L. Murphy, Dr. Robert F. Thompson. 


Dr. Gerald Jordan was elected president of the 
City-County Hospital Board recently. Dr. Hugh 
White was elected first vice-president; Mr. John 
Paxton, second vice-president; Mr. Samuel Wasaff, 
third vice-president; Mrs. J. I. Driscoll, secretary 
and Mr. Joe Campbell, treasurer. 


January 9, 1939, at- the regular meeting of the 
El Paso County Medical Society, Dr. W. L. Brown 
was presented with a gold card, symbolic of life 
membership in the Southwestern Medical Associa- 
tion. The El] Paso HERALD POST had this to say: 

“The physicians of the Southwest honored Dr. 
W. L. Brown last night when the El Paso County 
Medical Society met for the first time this year 
with the new president, Dr. James Gorman, pre- 
siding. 

Dr. Brown’s high idealism and nearly 40 years 
of faithful service to the people of El Paso and this 
section were recognized by a gold card, giving him 
life membership in the Southwestern Medical So- 
ciety, of which he was a founder 25 years ago. 

Dr. Paul Gallagher and Dr. Orville Egbert spoke 
of Dr. Brown’s career and character and the love 
of his fellow practitioners for the fine old gentle- 
man who faithfully observed and preserved the 
fine ideals of his profession in a day when the West 


‘was tough and young. 


Such men as Dr. Brown have brought the physi- 
cian to his present high place in the community. 
As long as the recruits to the profession are taught 
to follow in the footsteps of such as he, they do not 
need to fear any of the changes which the chang- 
ing world may bring about.” 


AUXILIARY NEWS 


El Paso 

The El Paso Medical Auxiliary has held its reg- 
ular meetings on the second Monday of each month 
throughout the fall and winter. 

A musical program was featured at the first meet- 
ing, held on October 10 at the home of Mrs. N. H. 
Keller. Miss Nellie Miller sang, accompanied by 
Mrs. Norman Blower, and Miss Frances Barton 
played piano selections. 

Mr. Lester Silberman played piano solos at the 
November meeting, at the home of Mrs. Wickliffe 
R. Curtis, and “The Life of Chevalier Jackson” was 
reviewed by Mrs. Margaret Marshall. 

At William Beaumont General Hospital the Aux- 
iliary was entertained in December. Colonel Thomas 
Scott spoke on “‘The Army Medical Corps.” During 
the musical program which followed, violin solos 
were played by Miss Clara Jumper, accompanied 
by Miss Vriginia Bean; The College of Mines Quar- 
tette sang, and Mr. Leon Cowles played accordion 
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solos. Mrs F. O. Barnett and Mrs. T. C. Liddell 
poured tea at a tea table decorated in a red and 
silver Christmas motif. 

Mrs. Paul Gallagher was the speaker when the 
Auxiliary met on January 9, at the home of Mrs. 
Harry Leigh. Her subject was “State Legislation 
Affecting The Medical Profession.” 

—Mrs. A. P. Black. 


COMMUNICATIONS 


Sir: 

We of the Committee would appreciate your car- 
rying the following announcement in your next 
issue: 

The Fourth Annual Spring Post Graduate Course 
in Ophthalmology and Otolaryngology will be held 
in Portland, Oregon, the week of April 3rd to 8th, 
1939. We are proud to announce that we will be 
honored by the presence of two nationally noted 
guest teachers for the full week. They are Dr. John 
J. Shea of Memphis, and Dr. Webb W. Weeks of 
New York. This course is sponsored jointly by the 
University of Oregon Medical School and the Ore- 
gon Academy of Ophthalmology and Otolaryngol- 
ogy. The program is a diversified one; mornings 
are devoted to didactic lectures, afternoons are oc- 
cupied with clinical work and at the evening ses- 
sions there will be classes at the Department of 
Surgical Anatomy. Added features to this “Fourth” 
course will be a course in cat’s eye surgery given 
by Dr. Weeks, and Teaching Moving Pictures which 
have proven so popular at the American Academy 
meetings. 

The Preliminary Programs will be ready about 
March ist. These, and additional information can 
be secured by writing to me. 

Very truly, 
PAUL BAILEY, Sec’y., 
929 Medical Dental Bldg., 
Portland, Oregon. 


FIRST SYMPTOMS OF MALIGNANT TUMORS 
OF KIDNEYS IN CHILDREN 

The first symptom in children of a malignant 
tumor of the kidney is usually painless enlarge- 
ment of the abdomen or a large mass found in the 
upper part of the abdomen, H. Dabney Kerr, MD., 
Iowa City, Iowa, points out in The Journal of the 
American Medical Association. This was true in 
twelve of the fourteen cases that he encountered. 

Other symptoms may be present, but they usually 
accompany the abdominal enlargement or the mass. 
These additional symptoms are pain, nausea vomit- 
ing, constipation, diarrhea or general weakness and 
general discomfort. ‘Therefore, on the finding of 
@ mass in the upper part of the abdomen, usually 
painless, in a child 6 years old or younger, a pre- 
sumptive diagnosis of a Wilms tumor of the kidney 
can be made. Of course, different types of tumors 
and growths of other organs must be excluded. 

The best treatment for the condition is a full 
course of x-ray treatment followed by operation. 
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Operation should not be delayed beyond the time 
that the tumor decreases in size. It is worth while 
to irradiate secondary spreading tumors and local 
recurrences intensively. Two of the author’s pa- 
tients are still alive and without evidence of disease 
fifty-nine and fifty-two months after admission to 
the hospital. 


HOW TO DEVELOP NORMAL EATING HABITS 
AMONG CHILDREN 


Methods for developing and maintaining normal 
eating habits among children are outlined by Ruth 
Peck McLeod, Knoxville, Tenn., in the February 
issue of Hygeia, The Health Magazine. 

“Regularity of habits is one of the therapeutic 
measures necessary in correcting the poor appe- 
tite,” the author says. “The child should have 
plenty of sleep in a bedroom where there is plenty 
of fresh air, should arise in time to have a warm 
breakfast and should have his three regular meals 
on time, whether or not the rest of the family are 
ready. Extra lunches should consist only of fresh 
fruits and milk, as these are the only foods that can 
be served safely without destroying the appetite.” 


Unpleasant discussions and criticisms of the 
child’s manners often kill the desire for food. Par- 
ents’ prejudices against certain foods should not be 
discussed before the child, nor should his failure to 
eat be made the topic of conversation. 


“If the nervous child can be persuaded to lie down 
or relax or to read for at least thirty minutes before 
he eats, his stomach will be in a much better con- 
dition to handle his meal,” says the author. 

Too much indoor life in overheated houses with 
too little humidity may be responsible for poor ap- 
petite, she continues. 

“If regular habits and sunshine do not produce 
a good appetite, then there must be an underlying 
cause which should be investigated.” 


BOOK NOTES 


YOU CAN SLEEP WELL. By Edmund Jacobson, M.D. Whit- 
tlesey House, New York. 


Anyone suffering from insomnia should read 
“You Can Sleep Well.” The book is non-technical 
and easily read. The author lists the factors which 
prevent, and those which favor sleep. He gives six 
exercises for relaxation which are carefully de- 
scribed and illustrated. Dr. Jacobson believes that 
if you relax enough, sleep comes easily. Relaxation 
is the result of education rather than suggestion. 

For the past thirty years the author has studied 
the problems of relaxation and sleep. This book 
is a successor tc “You Must Relax. 

—C. D. A. 


SPINAL ANAESTHESIA. By Louis H. Maxson, A.B., M.D., 
J. B. Lippincott Company. 


This is an excellent book for any surgeon to re- 
view carefully. It represents, I feel, the most com- 
plete analysis of spinal anaesthesia that has been 
published to date. Within its thirteen chapters the 
author covers every consideration regarding the 
procedure. It presents an unbiased study by an 
unprejudiced specialist in the field of anaesthesia. 
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An emphasized warning, that is alone worth the 
price of the book, is “It is not sufficient for the 
surgeon to administer the spinal and then to assign 
a nurse—any old nurse—to look after the patient 
while he operates.” This has been my criticism of 
spinal anaesthesia to date. The procedure has 
been made altogether too casual. Spinal anaesthe- 
sia is an anaesthetist’s work, requiring as complete 
knowledge of the indications and contraindica- 
tions as the drop ether method. 


It is an excellent book, one which I shall re-read 
at intervals. —A. W. M. 


THE TREATMENT OF FRACTURES. By Chas. L. Scudder, 
M.D., A.B., P.H.B., F.A.C.S, Consulting Surgeon of the 
Massachusetts General Hospital. Cloth. Price, $12.00. 1209 
pp., with 1717 illustrations. W. B. Saunders Co., Philadelphia 
and London, 1938. Eleventh Edition. 

The latest edition of this classical work on frac- 
tures has been completely re-written from begin- 
ning to end. The book has been very greatly im- 
proved over the last edition. The previous edition 
did not have a large number of the newer methods 
of treatment in it, whereas the new edition is fully 
up to date. The subject of fractures is very thor- 
oughly and completely covered from all standpoints 
The x-ray illustrations are particularly good and 
clear and the diagrams and illustrations are easily 
understandable. About one-third of the book is 
devoted to general considerations about fractures 
while the remaining two-thirds are devoted to the 
treatment of specific fractures. The portion deal- 
ing with the general principles of treatment is 
really very excellent and is quite comprehensive 
while that portion dealing with specific treatment 
of fractures is good, but a little brief in some places. 
In general however, the treatment of specific frac- 
tures is fairly well covered with enough methods 
described to give the reader a good general idea of 
the subject. The newer methods of treatment are 
fairly well covered but some of them are not gone 
into. An example of this is where the author de- 
scribes in detail Moore’s method of pinning a frac- 
ture of the neck of the femur, whereas the use of 
the more commonly used cannulated Smith-Peter- 
son nail is just barely mentioned, and neither the 
nail nor the technique described at all. What the 
author really does is describe one method and not 
touch at all on the other ‘related types of treat- 
ment. Fractures of the lower leg are particularly 
well dealt with in this book, and so are fractures 
of the upper arm. The chapters of the book which 
deal with general principles and general methods 
of treatment are well written and comprehensive. 
The chapters on healing of fractures and patho- 
logical fractures are also very good. There are 
twelve of the sixty-seven chapters in the book 
which deal with the operative treatment of frac- 
tures both recent and old by open operations. In 
these twelve chapters the subject is covered quite 
completely. The part dealing with the mobilization 
and restoration of function of joints after fractures 
is good, and charts are presented showing the meth- 
od of measuring joint motion. These are very in- 
structive and valuable. The chapter on surgical 
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approaches to the bones is something which one 
does not usually see in books of this kind. In line 
with the best modern teaching of the subject of 
fractures the author stresses the principles of 
treatment and the value of having this basic knowl- 
edge rather than presenting in a didactic fashion 
specific fracture treatment. In general this book 
constitutes a very valuable addition to the few good 
books on the subject of fractures and this new 
eleventh edition is far superior to its predecessors. 
Both the general practitioner and the man dealing 
more particularly with fractures will find much of 
practical use in this volume. —L. W. B. 
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Under Suspicion! 


Cancer is often present in lesions that seem 
benign. Every lesion about which there is any 
question is under suspicion until malignancy is 
definitely disproved. 


Biopsy and competent pathological exam- 
ination are the only methods of early diagnosis 
of cancer. 


Early diagnosis, plus intensive and ration- 
al therapy still offer the cancer patient his 
greatest, and often his only chance of cure. 


Specimen containers in mailing tubes sent 
anywhere cheerfully upon request. Results by 
wire (at our expense) to avoid delay. 


Turner’s Clinical & X-Ray Laboratories 


FIRST NATIONAL BANK BUILDING 
EL PASO, TEXAS 
GEORGE TURNER, M. D. DELPHIN von BRIESEN, M. D. 
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15 YEARS 


of Successful | 
Results in 


...A suitable formula made entirely from 
milk 


... containing the proper nutritive sub- 
stances 

...in approximately the same proportions 
found in woman's milk 

...Which the infant can easily digest and 
assimilate 


Nj 


...Chemical and biological control of each 
batch to insure uniformity and freedom from 
pathogenic bacteria 


... accepted by the Council on Foods of the 
American Medical Association since 1931. 


No laity advertising. No feeding directions 
given except to physicians. 
For free samples and literature, send 
professional blank to 


NESTLE’S MILK PRODUCTS, Inc. 
155 East 44th Street New York, N.Y. 


ART TELLS HISTORY OF AMERICAN 


“Beaumont and St. Martin” 

“Beaumont and St. Martin” is the first of six 
large paintings in oil memorializing “Pioneers of 
American Medicine” which artist Dean Cornwell 
will complete in the next few years. Others in the 
series are: Dr. Oliver Wendell Holmes, Dr. Ephraim 
McDowell, Dr. Crawford W. Long, Dr. William T. 
G. Morton, and Major Walter Reed, and one wom- 
an, Dorothea Lynde Dix who, while not a physi- 
cian, stimulated physicians to study insanity and 
feeblemindedness. 

Arrangements to supply physicians with free, 
full color reproductions of “Beaumont and St. Mar- 
tin” without advertising, and suitable for framing, 
have been made with the owners, John Wyeth & 
Brother, 1118 Washington Street, Philadelphia, Pa. 


HOW SULFANILAMIDE WORKS 

The effectiveness of sulfanilamide in the treat- 
ment of certain diseases is due to its weakening of 
the invasive capacity of micro-organisms John S. 
Lockwood, M. D., Philadelphia; Alvin F. Coburn, 
M.D., and Herbert E. Stokinger, Ph. D., New York, 
declare in The Journal of the American Medical 
Association. 

This action’s effectiveness is determined by the 
type of lesion present rather than the causative 
bacteria. Sulfanilamide should be considered an 
agent which aids, and in no way replaces, anti- 
bacterial immunity. 

The authors base their remarks on a study of 
250 patients treated with sulfanilamide in 1936 
and 1937. The bacteria were identified in each case. 
Each patient was seen daily by at least two of the 
authors. The drug was administered at intervals of 
either four or six hours, chiefly by mouth. 

The infections treated were caused by the strepti- 
cocci capable of dissolving the red blood cells and 
meningococcus (meningitis), gonococcus (gonor- 
rhea), and pneumococcus (pneumonia). 

The diseases treated included scarlet fever, ton- 
sillitis, sinusitis, otitis (infection of the ear), mas- 
toiditis, erysipelas, pneumonia, bacteremia, endo- 
carditis (inflammation of the membrane lining the 
heart). primary peritonitis, chronic surgical infec- 
tions with draining sinuses, early abscess forma- 
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SOUTHWESTERN MEDICINE 


VERIFY THE FACTS 
FOR YOURSELF 


Just as important as how many cigarettes—is what brand of 
_ Cigarettes your patient smokes. 
Researches on the subject of irritation of the nose and throat 
due to smoking have proved conclusively that . . . 


When smokers changed to PHILIP 
MORRIS every case of irritation cleared | 
completely or definitely improved. 


4 


- Smoke Philip Morris. Enjoy the advantages of a better ciga- 

rette. Verify for, yourself the superiority of Philip Morris. 
| Reprints of studies, as published in leading medical journals | 
will gladly be sent you on request.* | 


Tune in to“*JOHNNY PRESENTS” on the air Coast-to-Coast 
Tuesday evenings, NBC Network . . . Saturday evenings, CBS 
Network ... Johnny presents “What’s My Name” Friday ' 

evenings— Mutual Network i 


PHILIP MORRIS & CO. 


' () Proc. Soc. Exp. Biol. Philip Morris & Co. Ltd., Inc. 
and Med., 1934, 32, 119 Fifth Avenue, New York 
241-245 

Laryngoscope, 1935, 
XLV, 149-154 NAME 


CL) N. Y. State Jour. Med., : 
1935, 35-No. 11, 590 ADDRESS 


Laryngoscope, 1937, ITY E 


* Please send me copies of the reprints checked. 


SUPPORT YOUR ADVERTISERS 


9 
February, 1989 63 

t 

| | | 
i 
f 
4 
| 

| 
l i 

; 


SOUTHWESTERN MEDICINE 


The 
Florence Crittenton Home 
of Phoenix 


1022 E. GARFIELD ST. 
PHOENIX, ARIZONA 
Phone 3-9609 


A Protestant Christian home for the pro- 
tection and rehabilitation of the unmar- 
ried mother. Discipline is parental, and 
family atmosphere prevails. Nurses un- 
der ethical physicians’ directions main- 
tain standards for the protection of all 
in the institution. You are invited to 
examine our equipment to familiarize 
yourself with practices and routine. 


mt INSURANCE 


For Ethical Practitioners* 
Exclusively 


$5,000.00 accidental death 


$25.00 weekly indemnity, health and accident _ per year 


February, 1939 


tion, cellulitis (inflammation of the tissues directly 
under the skin), infected diabetic gangrene, menin- 
gitis, puerperal fever and skin infections. 

The ill effects due to the drug were: mild cyano- 
sis, symptoms of the gastrointestinal tract and of 
the central nervous system, fever, abdominal pain 
and acidosis, severe rash, jaundice, anemia, hemo- 
globin in the urine and a deficiency of the white 
granule cells, and secondary reactions and late 
manifestations, such as fever, enlargement of the 
liver and spleen and severe cyanosis. 

Sulfanilarmide was most effective in the treat- 
ment of bacteremia, erysipelas and cellulitis; it 
was highly effective in early infections with little 
pus formation. It had a questionable effect in scar- 
let fever, tonsillitis, sinusitis, otitis and mastoiditis. 
It was ineffective when abscesses were well estab- 
lished, except perhaps in limiting their further 
spread and protecting normal surrounding tissues 
against invasion when drainage was used. The drug 
had no effect on toxemia of streptococcic origin. 

The presence in the lesion of waste products and 
dead matter diminished the effectiveness of sul- 
fanilamide on the hemolytic streptococcus. In each 
instance the organisms remaining in broken down 
tissue maintained their virulence. It is not known 
whether the waste products and dead matter had 
a protective action on the organisms or whether 
there was insufficient penetration of the drug into 
the point of infection. 


DOCTORS IN MUSIC 

Do you or any of your medical friends play any 
musical instrument? Mead Johnson & Company is 
now preparing a new publication devoted to the 
hobbies and achievements of physicians, past and 
present, in the field of music. Doctors’ orchestras, 
doctors’ glee clubs, historical or biographical items, 
with or without illustrations, will be welcomed. 
Please send your item to Mead Johnson & Company, 
Evansville, Ind. (If you have not received your 
free copy of their recent publication ‘“Parergon,” 
devoted to fine art by doctors, send for it now.) 


$10,000.00 accidental death 


$50.00 weekly indemnity, health and accident per year 


$15,000.00 accidental death 


$75.00 weekly indemnity, health and accident per year 


87 years’ experience under same management 
$1,500,000 INVESTED ASSETS 
ASSURE ABILITY TO PAY 
More Than $8,000,000.00 Paid for Claims 


Disability need not be incurred in line of duty 
—benefits from beginning day of disability 


Why don’t you become a member of these purely pro- 


fessional Associations? Send for applications, Doctor, to. 


E. E. ELLIOTT, Sect’y.-Treas. 


PHYSICIANS CASUALTY ASSOCIATION 

PHYSICIANS HEALTH ASSOCIATION PIIH 

400 First National Bank Bide. 
OMAHA, NEBRASKA Mat 


$200,000 deposited with State of Nebraska for our 
members’ protection 


*15,000 are already members 


Trained nurse, stenographer, middle aged, de- 
sires position as office nurse, industrial, P. H., or 
would locate in community needing nurse or man- 
age small sanitarium. Expert with children and 
infants. Ref. Box S, Med. J. 


FOR YOUR 


Printing Needs 
Phone 3-6300 


A. C. Taylor Printing Co. 


142 South Central Ave. Phoenix, Arizona 
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